Volume 60 
January 1960 


Number 1 


‘OF THE AMERICAN DENTAL ASSOCIA 


4 


January 1960 * Vol. 60 * No. 1 * Lon W. Morrey, D.D.S., Editor 


joumal 


Tenth National Dental Health Conference 
in this issue Barriers to utilization of dental service—Metzner.......... 3 
Educator’s view of dental health programs—Oberteuffer.... 9 
Dental society and dental health education—Dolton....... 12 
Dental service in the Veterans Administration—Belting.... 22 
Dental services in state institutions—Kaho............... 29 


Unified dental service for county institutions—White...... 35 
Auxiliary personnel and production of dental care—Stinaff.. 38 
Auxiliary personnel and practice management—Glann..... 45 
Dental care as an employee benefit—Abel................ 51 
Dental society and group purchase of dental care—Chuljian. 61 
Insurance industry and financing of dental care—Follmann.. 71 
Salute to American Dental Association—Burney.............. 79 


Why not more women dentists?—Talbot.................06- 114 
Reports of councils and bureaus. .........ccccccccscccccecess 125 


in the next issue 


Radiation protection in dentistry—Barr 
Resorption of alveolar ridges—-Campbell 
Halothane in dental anesthesia—Sadove-Balagot-Berns 


in future issues look for 


Thirty-two timely and constructive articles prepared especially for the 
dental graduate 


The Journal of the American Dental Association is published monthly by the American Dental Association at 
222 EF. Superior St., Chicago 11, Il, Printed in U.S.A. Second class mail privileges authorized at Chicago, Il. 
Subscription $7.00 a year in U.S.A.; $8.00 foreign, Issue of January, 1960, Vol. 60, No. 1. Copyright 1960 by 
the American Dental Association. 


; 
| 
| 
| 
ig 
* 


IMPROVED 
PHYSICAL 
PROPERTIES 


lenko Golds are the same. 
| properties are better 


ter- 
their 


the’ never ceasing “work of the Jelenko 
Research Department, Jelenko gold 
er es. And this has been achieved wet it 
Gola aas presenung a simpunea 
pretation of physical properties a 
: - _ importance to the finished restoration. 
nea or your copy of lelenko 
F. JELENKO & CO., INC. 
ASS 


STIM-U-DENTS ARE A VALUABLE ADJUNCT 
IN THE TREATMENT OF PERIODONTAL DISEASE 


through the promotion of cleanliness and interdental hygiene. In 
addition they assist in cleaning the interproximal surfaces not acces- 
sible to the toothbrush . .. STIM-U-DENTS have many other uses 
in dental practice . . . Invaluable in cleaning around bridges and 
orthodontic appliances ... They help to reveal cavities and loose 
fillings . . . Join the thousands of dentists who use and prescribe 
STIM-U-DENTS. 
Send for Samples Today 


FINISH WHAT THE TOOTHBRUSH LEAVES UNDONE 


STIM-U-DENTS, INC., 14035 Woodrow Wilson, Detroit 38, Mich. 
[-] Send FREE SAMPLES for patient distribution. 
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RINN NARROW FILM-—Here is perfect shape and form 
with a revolutionary, new “narrow technique”. Twisting or 
bending develops optical distortion. For example, view these 

two buildings from an equal distance. One employs the flat 
and “narrow technique’; the other, curved. Which has greater 
clarity . . . definition . . . visability? Which doubles its power 

and vitality to the naked eye? Rinn Narrow X-Ray film serves 

in the same way. It inspires the “‘narrow technique” through 

more accurate film placement. Thus, the absence of bending 

minimizes distortion and provides greater patient comfort for 

anterior Roentgenography. It’s ideal for all interproximals— 

particularly suitable for teenage periapicals. Obtainable in all 

speeds ... matte finish? ... of course! For further information STANDARD 

see your dealer or write Rinn Corporation, 2929 North Craw- 

ford Ave., Chicago 41, Ill. Catalog of the complete Rinn line is 

available upon request. 
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H. W. Thompson, founder of PBP, did teach dentists to present 
dentistry, to talk in terms the patient would understand and to 
handle patients. More than this, he laid the groundwork for the 
present PBP program, the complete management service which covers 
every phase of business operation in the dental office. 


H. W. Thompson spent more than 10 years doing research; of try- 
ing, testing and changing. There was opposition and many hard 
knocks, but in 1935 PBP became available to dentists. 


Through the years there have been many changes in PBP to keep 
pace with the changing times and the dental profession. Today, 
constant research keeps PBP up-to-date, bringing the latest devel- 
opments in the field of practice management. 


PBP looks back on 25 years of service to the dental profession, 
25 years of helping dentists plan, build and manage their practices. 
PBP looks forward to meeting the challenges of the growing and 
complex dental profession — to continue serving the profession in 
the future. 


PROFESSIONAL BUDGET PLAN live 
303 E. Wilson St. Madison 1, Wisconsin 
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DENTURE 
CLEANSING 
CREAM 


Wernet’s ren and Denture Brosh pro- 


vide an ideal combination for quick, thorough 
cleansing —food particles, plaque and stains are 
removed from teeth and denture without danger 
to delicate detail. 

The Denture Brush, functionally designed 
with two tufts of resilient yet sturdy bristles, 
reaches al! parts of the denture. Dentu-Creme’s 
foaming action helps cleaning power penetrate 
every crevice and groove. 

Dentu-Creme can be used with confidence on 
all deature materials. . . it is more effective than 
ordinary tooth paste or mild soap, and so much 
safer than harsh alkaline chemicals or gritty 
household cleansers. 

Patients will appreciate your recommendation 
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DON’T LET THIS HAPPEN TO YOU— Discusses periodontal dis 
ease and the importance of regular check-ups so that dentists can 
help prevent the disease from developing. 


HOW MUCH IS A TOOTH WORTH?—Points out that you can 
keep your teeth for a lifetime if you are willing to spend the time 
and effort needed for preventive care. 

TO THE DENTIST IT’S MALOCCLUSION—Explains the im 
portance of preventing and correcting malocclusion, which can cause 
emotional and other problems for the boy or girl suffering from it. 


IF A STONE FALLS OUT OF A BRIDGE—Compares a missing 
tooth to a missing stone in a bridge, pointing out the disastrous re 
sults of neglecting to replace both the tooth and the stone. 


The leaflets may be purchased individually or in sets of four: 100 leaflets, $0.90; 
500 leaflets, $3.50; 1,000 leaflets, $6.00; 5,000 leaflets, $25.00. 


Order Department, American Dental Association, 222 E. Superior St., Chicago 11, 
Illinois. 


Please send me: 


sets of four leaflets 

copies (Ga) Don’t Let This Happen To You 
éopies (Gb) How Much Is A Tooth Worth? 
copies (Gc) To The Dentist It’s Malocclusion 
copies (Gd) If A Stone Falls Out Of A Bridge 


My remittance is enclosed. 
Name 
Street & Number 


City & State 
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COE-Flex the outstanding all-purpose rubber impression material, és popular 
with everybody. With dentists because it possesses an accuracy and dimensional 
stability unequalled today. It is easy to use (mixes easily, speeds up impression 
taking, conserves chair-time); safe to use (pouring can be delayed). With patients 
because it makes impression taking more pleasant. With technicians because it 
assures better fitting cases, avoids make-overs .. . 


COE-Flex is available in the viscosity you prefer...Coe-Flex 
REGULAR for the average mix. Coe-Flex HEAVY for the most 
viscous mix. And Coe-Flex INJECTION TYPE for a fluid mix. Used 
with the Coe-Flex Syringe, this type is recommended for im- 
pressions for single or multiple cavities. Only $5.50 per pkg. 


Order from your dealer 


COE Laboratories, Inc. Chicago 21, Illinois 
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Another S.S. White “first”, this attachment is 
our answer to your expressed wish for warm 
water and warm air from your Airotor hand- 
pieces. It is available for all S. S. White Airotor 
handpieces now in use. Together with the 
Airotor’s quiet, smooth running and reduced 
time in cavity preparation, this attachment adds 
up to even greater convenience from this su- 
premely modern instrument. Order from your 
dealer or write him for information. 


The S. S. White Dental Mfg. Co., Philadelphia 5, Pa. 
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Suppose 
illness or 
accident 
took YOU 
out of 

this picture 
- for weeks 


or months? 


Your income would suffer serious set-backs 
. unless you had taken steps to protect it 
with the right kind of health and accident 
insurance. Alert dentists know that this is 
the American Dental Association Group 
Accident and Health Insurance Plan. 
Here's Wuy. The plan will pay up to 
$600 per month (according to plan issued ) 
Tax-Free under existing laws while dis- 
abled. It provides benefits for disability 
resulting from accident beginning with the 
first day for as long as 5 years, including 
6 months for partial disability. You receive 
benefits for disability resulting from  sick- 


ness beginning with the eighth day for as 
long as 2 years. 

This Plan provides full benefits regard- 
less of any other insurance you may be 
carrying. No restrictions on how the money 
is used ... for medical bills, rent, food or 
continuing office expenses. 


For complete information regarding 
benefits, provisions and semi-annual rates, 
write the Trustee of the Policy, Dr. Paul 
Zillmann, 29 Walden Avenue, Buffalo 11, 
New York; or write M. A. Gesner, Inc., 216 
East Superior Street, Chicago 11, Illinois 


Issued exclusively by NATIONAL CASUALTY COMPANY of 
Detroit, Michigan through M. A. GESNER, INC., 216 East 
Superior Street, Chicago 11, Illinois — phone WHitehall 3-1525. 


Since the National Casualty Company's plan of accident and health insurance is in effect on a 
State Society basis in New York, New Jersey, California, Utah and Nevada, the Association Plan 


is not available in those states. 
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The 

first step 
in 

caries 
reduction 


put your patients 


Comparative in vitro Effects of Sugar 
Gum and Amurol Gum added to Saliva 


1 2 3 7 5 6 7 (TIME IN HOURS) 24 


BEGING pH 53 


DECALCIFICATION ZONE 


As shown above, pH of caries-active salivain 
vitro remains in alkaline zone for hours with 
AMUROL SUGARLESS GUM, whereas with 
sugar gum the pH drops to the acid level 
under the same conditions. 


NON-CARIOGENIC GUM 
Seven delicious flavors 


NON-CARIOGENIC MINTS 


Seven refreshing flavors. Also 
Sugarless Fruit and Cough Drops 


Available at drug stores, department and 
health food shops everywhere. Samples and 
literature, including patient distribution fold- 
ers, sent upon request. Please give your drug- 
gist’s name and address. 


AMUROL PRODUCTS CO. 
NAPERVILLE, ILL. 
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PROTEIN 


essential in body processes 


The nutritional statements in this adver- 
ze tisement have been revieweX by the Council 
on Foods and Nutrition of the American 
Medical Association and found consistent 
with current authoritative medical opinion. 


Among nutrients, proteins play a leading role 
in body processes...respiration, digestion, metab- 
olism, reproduction, growth...and even aware- 
ness of and reaction to the world around us. 


Each cell contains its own special proteins . . . 
made up of countless arrangements of about 
25 different amino acids . . . combined to make 
some function possible. Some proteins work 
with vitamins and minerals as enzyme systems 
... breaking down food for energy and building 
material ...then converting and synthesizing 
new substances needed for life and activity. 
Others form a wide variety of tissues with spe- 
cialized functions...made possible by the 
nature of the proteins themselves. 


The heart can beat to pump blood because the 
protein in muscle contracts and expands. Con- 
nective tissue holds the framework of the body 
together because the protein is elastic and acts 
like a taut rubber band. Eyes see. . . fear causes 
fright or flight... oxygen reaches cells... 
biood clots... wounds heal... all with the 
aid of specialized proteins. 
The diet must provide the building materials 
for all vital proteins . . . 8 essential amino acids, 
preformed ... and enough nitrogen to form all 
the others. These are most readily obtained 
from foods of animal origin... milk, meat, 
eggs, poultry and fish...combined in tasty 
meals with foods of plant origin... all kinds 
of grains in breads and cereals... vegetables 
and fruits. 


Milk is man’s first dietary source of protein... 
provided in desirable ratio with other nutrients 
with which protein works . . . carbohydrate, fat, 
essential fatty acids, vitamins, and minerals. . . 
to sustain growth and health in the infant while 
new functions are developing for adaptation to 
a new environment. 


Since 1915... promoting better health through 
nutrition research and education 


NATIONAL DAIRY COUNCIL 
A non-profit organization 
111 North Canal Street + Chicago 6, Illinois 
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More rewarding... because patients appreciate the benefits of a 
gentle, thorough, ultrasonic prophylaxis over the trauma of mechanical scaling 
. . and they talk about it. 


Gentle, and so thorough... with virtual elimination of 
unpleasant scaling sensation, tissue laceration and bleeding. Supragingival and 
subgingival calculus is removed quickly and completely — leaving crown and root 
surfaces satiny smooth. 


Easier for you... because you merely guide the lightweight hand- 
piece — without effort, strain or finger fatigue, 


CAVITRON “30” Portable Prophylaxis Unit is sup- 
plied with a basic set of quick-snap-in tips for 
access to all areas. No abrasive is used. 

Auxiliary tips are available for amalgam condensa- 
tion, curettage, gingivectomy, root canal therapy. 


CAVITRON EQUIPMENT CORP. 
42-26 28th St., Long Island City 1, N.Y. 


Please send: 


DD Patient education material 
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A DENTURE 
IS AN EMOTIONAL 
EXPERIENCE 


Ask your Trubyte representative to order your 


copy today. 


THE DENTISTS’ SUPPLY COMPANY OF NEW YORK York, Pennsylvania 
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Tenth National Dental Health Conference: 
introduction 


Louts M. Cruttenden,* D.D.S., Chicago 


During the past century, the dental profession has devoted itself to increasing the 
public’s appreciation of dental health as an integral component of total health. It 
has elevated the standards of dental education to the point that today’s dental grad- 
uate takes his professional position in the community as a doctor among doctors, with 
all of the scientific knowledge and skills which such positions of leadership demand. 
It has elevated the importance of dental research to a place of public recognition as 
indicated by the willingness of the representatives of the public to appropriate quite 
respectable sums of public monies for its support. I think it is safe to predict that 
within the next few weeks we will see further evidence of increasing support for dental 
research. In short, then, the past century has seen the dental profession tool up for 
the job of making the highest standard of dental care and sound dental health a 
positive, integral part of the high standards of living which the people of this country 
want and expect. 

Dental education and dental research have and will continue to develop and 
improve the product which the public needs and the manpower to produce it. The 
next century of organized dentistry’s history will record the united efforts of the 
public and its dental profession to remove the barriers to the availability of sound 
dental health and good dental care to all segments of the population. 

Although the problem may be stated in that rather brief description, therein lies 
the major challenge to the dental profession: The availability and distribution of 
dental care through the positive established high standards of private dental practice. 
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Three essential factors are involved in the adequate distribution of dental care: 


|. Appreciation of sound dental health and good dental care by all segments 
of the public 


2. Efficient dental practice that makes high standard dental care available in sufh- 
cient quantity to meet the demand of an appreciative public 


3. Methods of meeting the costs of dental care which are in keeping with the 
social and economic requirements of the public 


Ihe Board of Trustees and the House of Delegates have established the Bureau 
of Dental Health Education and the Council on Dental Health to develop the Asso- 
ciation’s program for increasing the availability of dental care to the people of this 
country. 

rhe Association’s program must provide leadership to constituent and component 
dental societies involved in the distribution of dental care of the highest standards 
no matter what method of payment is applied to the purchase of such care. If the 
real facts as to the cost, production and distribution of dental care are known and 
can be documented to the public, the profession need have little worry about explain- 
ing its fees to the public. Alert and strong dental societies, supported by an informed 
membership, will be capable of maintaining the integrity of the dentist-patient rela- 


tionship under the standards of private dental practice. 
From an official point of view, the progress of these national dental health con- 


ferences which have been growing in size, in representation, in enthusiasm and in 
action more than justify the effort that must go into their operation. Even more 
important is the stimulation of state dental societies to hold their own dental health 
conferences and provide a forum in which the practicing dentist can make his con- 
tribution to solving the problems of the barriers to good dental health. The day this 
dental health conference is considered a complete success will be the day that every 
state dental society provides such a forum to its membership either through annual 
state or district conferences 

I am pleased to note that this conference is giving attention to the three basic 
segments of the problem of increasing the availability of dental care. I think it is 
significant that every recommendation developed in the last four conferences has 
been utilized by the Council on Dental Health in its policy recommendations to the 
Board of Trustees and the House of Delegates and that all such recommendations 
have been adopted by the House with nothing more than minor revisions. 

It is my hope and that of the other members of the official family of the Association 
that a thorough discussion of the more controversial issues before this conference 
will provide guidance to the Council which, in turn, is expected to have the wisdom 
to present policy recommendations that will be acceptable to the House and that 
will reflect the best policy positions possible for the dental profession at the moment 


“Assistant secretar American Dental A ation. Tenth National Dental Health Conference, Chicago, Apr 
27.29 1959 
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ATTRACTIONS AND BLOCKS: 
THE A AND B OF THE UTILIZATION OF DENTAL SERVICE 


Charles A. Metzner,* Ph.D., Ann Arbor, Mich. 


That there may and do exist blocks or 
barriers to the utilization of dental serv- 
ices can be granted. The subject is well 
covered in the material listed in the an- 
notated bibliography that was prepared 
at the University of Michigan under the 
direction of Kenneth A. Easlick.' What 
needs to be examined is whether these 
blocks are sufficient to account for what 
is known of dental utilization. 

What is known is all too little, but 
even at that, it appears to outrun the 
idea of blocks. With a minimal number 
of questions devoted to dentistry among 
the multitudinous purposes of the U. S. 
National Health Survey, the survey has 
already provided a rich source of infor- 
mation, and almost the only truly na- 
tional data. These data are available in 


reports Series B-2 and Series B-5.23 A 
first datum looks good: it is estimated 
that the annual rate for dental visits is 
1.6 visits per person per year—almost 
getting up to the “see your dentist twice 
a year” slogan. But this is an average 
over many people, and the difference be- 


tween 1.6 and 2 amounts to some 67 
million visits, almost as many as the 
survey found in the three months of July 
to September 1957. In fact, the full dis- 
tribution shows that only 36 per cent of 
the population had visited a dentist with- 
in the past year, and a full fifth had 
never visited a dentist or it could not 
be determined whether they had. This 
includes all ages, and there is a high rate 
of nonvisiting among those under five, 
but they are only about 11 per cent of 
the total. The proportion never having 
seen a dentist remains high, from 38 to 
14 per cent until age 20 is reached. The 
high point of visiting occurs at about age 
30 and declines thereafter. So there is 
still neglect among children, and the pat- 


tern among the older ages is complicated. 
It could be interpreted as less well-estab- 
lished habits among older people, which 
would be consistent with my thesis that 
many people do not know what dentists 
are for, except for further data presented 
in the report. These data concern eden- 
tulous persons and show that between 
ages 35 and 44 about 10 per cent are 
edentulous, rising to over a third at ages 
55 to 64, over half between 65 and 74, 
and almost two thirds at or above 75. 
These people have solved their dental 
problems—more or less. 

More can be learned about this by 
examining what the visits were for, 
among those who had made visits in the 
two weeks prior to interviewing. Two 
fifths of the visits were for fillings, a fifth 
for extractions, a tenth for cleaning, 8 
per cent for denture work, 6 per cent 
for examination, trickling down among 
the remaining 16 per cent to 1.5 per 
cent of all visits for gum treatment. How 
does this square with need? 

These services show differences by lo- 
cation of patients, urban residents having 
higher rates and rural farm residents the 
lowest, a rate of one visit per person pe1 
year. 

The other national survey, that of the 
National Opinion Research Center ol 
the University of Chicago,‘ financed by 
the Health Information Foundation, 
gives us more details. It reports that al- 
most 90 per cent of the public agreed 
that regular visits to a dentist were a 
good idea. However, only half of the 
adults had so seen a dentist. There is 
something wrong here, but is it a block? 
The usual relation between seeing a den- 
tist and income was found. But it should 
be noted that whereas the highest pro- 
portion visiting, almost 60 per cent, was 
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found in the highest income bracket of 
those with 
yet among 
less than $2,000, a fifth reported seeing 
a dentist least Money 
may be a barrier, but perhaps not an 
impenetrable one. Reasons given for not 


incomes of $7,500 or more, 


even those with incomes of 


at once a yealr 


seeing a dentist oftener included having 
false teeth or no teeth, no trouble with 
teeth, negligence or laziness, and 
of 10 Cost 


mentioned by one in seven. When asked 


cost, 


those above per cent. was 
about not getting needed care, cost was 
about a third. But 
asked directly about dental costs, a third 
thought they were about right, half feel- 


ing they 


mentioned by when 


were somewhat oO! much too 
high. This sounds stiff, but who expects 
anyone to be satisfied with prices? Hos- 
pital charges and prescriptions were less 
satisfactory, and only 17 per cent failed 
to criticize the cost of food, half as many 
as were satisfied with dental costs. 

Even better this 
comes from noticing the relation between 
amounts spent for dental care and na- 


tional income.® They vary together in 


understanding of 


a way indicative of what economists call 
an elastic demand. Those commodities 
with highly elastic demand are the luxury 
items, whereas necessities are bought with 
less regard to available funds. Dental 
care does not appear to be viewed as a 
necessary commodity. Perhaps this part- 
ly explains why personal income is re- 
lated to getting these services. Perhaps 
they are not felt to be too important. 
Additional analysis of national income 
data® indicates that, when the 1929 com- 
position of the medical care dollar is 
compared with that for 1957, the share 
going to dentists has declined from about 
16 to about 11 per cent, although med- 
ical expenditures in general rose from 
3.5 per cent to about 5 per cent of per- 
sonal disposable income. Since income 
has risen greatly, the amount of money 
spent for dental services has also risen, 
but less than that for other medical ex- 
penses or for expenses in general. 


A severe test of the block hypothesis, 
as far as cost is concerned, comes from 
an examination of what happens unde 
prepayment. In at least one plan, the 
Labor Health Institute of St. Louis,’ re- 
moval of the barrier of cost did not result 
in a wave of utilization. The figures on 
visits are still below national averages. 

Some understanding 
from various studies done by rural so- 
Although locally and 
representing small areas, these studies are 
important because they obtained not only 
data of the kind but 
tried to find out what attitudes were re- 
sponsible for the data. I shall mention 
only one. A Louisiana study® found that 
reasons for fewer visits among children 


greate! comes 


ciologists. done 


mentioned also 


were that parents did not consider de- 
ciduous teeth important, that they felt 
children suffered less when they had a 
toothache and were not really sick and 
that malocclusions were of little signifi- 
cance. Many adults were apprehensive 
of These attitudes 
lated to treatment, to level of living and 
to education. But even among those with 
the highest level of living, two out of 
five did not know it was possible to re- 
pair aching teeth, and among those with 
153 or more years of schooling, one out 
of five did not know this. Obviously, if 
there were more studies of this kind it 
would be possible to be more definite 
about what was wrong. ; 

What has been found out so far is 
that utilization of dental services is quite 


treatment. were re- 


restricted, and much more likely among 
those of higher income and education. 
Many people do not care for their teeth 
properly. The information on complete 
loss of teeth and on expenditures for 
services do, I believe, indicate that they 
may not value their teeth. What I would 
like to know is how much do teeth mean 
to people? Are people satisfied with an 
expectation of losing their teeth? Why 
is cost such a barrier to tooth care? Per- 
haps the answer lies in the relation with 
education. Teeth are a luxury unless one 
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If teeth are valued, the 
cost of care is relatively not so great. 
Value is a matter of attraction. Not 
everyone with enough money gets care, 
and some without do. And prepayment, 
although removing a block, does not 
increase attraction. The question of 
whether mouth function is more or less 
important than TV or a new auto is a 
matter of attraction. The subject deserves 
more detailed attention. 


knows better. 


ATTRACTION AND BEHAVIOR 


There is at present reasonable agreement 
among psychologists concerning a view 
of the determinants of behavior that is 
pertinent to the problem of how to get 
more people to accept more and better 
dental care. This view has been presented 
technically® and may also be read as ap- 
plied to the problem of participation in 
mass x-ray screening.’® In outline form, 
it may be said that the preconditions 
for action are knowledge, belief and im- 
plementation. A person must know that 
something is possible; he must believe 
that it is valuable to him, and he must 
have some method whereby the thing 
becomes actual. In terms of dental serv- 
ices, a person must know what good 
dental care is; he must believe that he 
needs it and that it will benefit him, and 
he must be able to get it. 

There are some complexities here. A 
person may know that something can be 
done, but not know where or how. Avail- 
ability of a solution is an important de- 
terminant of behavior. Many people 
want to get to the moon, but no one 
has yet done it. There are those who say 
it can be done, but estimate the cost at 
several billion dollars. Implementation 
itself involves knowledge, convenience 
and cost. And cost is not just dollars, 
but time and energy. If people are afraid 
of what dentists are going to do to them, 
the psychic cost is pretty high. This is 
where barriers come into the picture. 

Before barriers become important, 
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however, there must be belief in efficacy. 
And the strength of belief determines 
the importance of the barrier. Almost 
everything entails some cost, but the value 
may be greater than the cost; in which 
case we have demand, and sales—action. 
Let us look at an instance in which belief 
varies greatly. I know, as do you, of many 
asserted cures for cancer. I don’t believe 
in any. Why? Well, so far none has satis- 
factorily met the tests prescribed by 
science. But what if I found I had can- 
cer? I would not then make such high 
demands for proof. I would, as many do 
with strong need, believe more readily. 
Now, the same thing occurs. in dentistry. 
What drives people to dentists, if they 
know of them at all? Fillings and ex- 
tractions account for three fifths of visits. 

Note how knowledge enters into this 
attraction, this motivation. Human mo- 
tives are largely learned. We may say 
unlearned pain is the motive for basic 
dental treatment, but this is not a moti- 
vation to dental care. Where there are 
no dentists, or the utility of dentists is 
not known, something may be done, but 
it will not be a dental visit. Human mo- 
tives are in general not related to specific 
actions except by learning. For this rea- 
son no dependable list of human motives 
can be given. If we generalize widely. 
we arrive at things like pain and sex, 
but these are not sufficient to predict 
behavior. Pain may drive one person to 
a dentist, another away from him. The 
direction is a matter of learning. Sex may 
be universal, but a preference for blondes 
is not, and it is not the abstraction to 
whom one is attracted. 

Furthermore, dentists are not satisfied 
with caring for pain. In general, they 
would like an opportunity to prevent it. 
They, therefore, have the more complex 
problem of building into people a per- 
ception of dentists as helpers. To this 
end, people must know what can be done 
for oral health and thet dentists can do 
it. If the goals of keeping one’s teeth, 
proper mouth function and proper oral 
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hygiene are known, this would be a big 
step. If people valued these highly, the 
blocks or barriers would be relatively un- 
important. If barriers loom large, it is 
because the undervalued. I 
hardly expect this view to be immediate- 
ly popular, because it is much more 
pleasing to view oneself as wanted but 
hard to get than unknown and therefore 
unloved. I am, however, making one as- 
sumption that should be pleasing to den- 
tists: in place of the assumption that the 


goals are 


more people know of dentists the more 
blocks to using them they discover, I am 
assuming that to know dentists is to want 
One of dentists’ may be 
reduced by this view. 

Fears deserve some special attention. 
Evidence has accumulated that most of 


them. fears 


these are learned, and are much more 
apt to be associated with not knowing 
what to do than with actual presence 
of danger. Note first of all the peculiar- 
ities among people who have not learned 
the importance of preventive care. Those 
going to a dentist for fillings and extrac- 
tions are likely to be hurt in the process. 
These people learn that a dentist causes 
as well as alleviates pain, and only the 
net balance brings them to the dentist. 
The child who goes early for care learns 
something different. He learns, or can 
learn, that the dentist, although doing 
odd things in his mouth, is a pleasant 
or at least neutral person, and, with sufh- 
cient time to adjust, and enough propa- 
ganda from parent and dentist, that the 
dentist is trying to help. And if he checks 
with his playmates who do not go, he 
will find it true that they do help. 

A big problem with both children and 
adults is this anxiety aroused by the un- 
known. Again, this is circular, in that 
people who are not regular patients are 
more likely to be anxious, and again the 
answer is to make the unknown known 
This has been done so successfully with 
autos that people pay little attention to 
the very real danger, and people still are 
smoking cigarettes. It is less likely to be 


painful procedures that keep people away 
than lack of knowledge of procedures. 
And so we come to the problems of 
practice. 


IMPLICATIONS AND APPLICATIONS 


The first and greatest problem is recog- 
nizing the problem. If I am correct that 
it is lack of knowledge and appreciation 
of dental services that is responsible for 
the lack of connection between dentists 
and the public, rather than simply the 
blocks that have been built between 
them, then public education is the big 
answer. There is a block here. The de- 
sire for high professional status on the 
part of the dentists has led to severe 
restrictions on advertising, which has led 
many dentists to forego opportunities for 
teaching. Ways must be found consistent 
with the ethical restrictions on personal 
aggrandizement and the ethical respon- 
sibilities of service to the public, leader- 
ship and health education of the public. 

A method is to handle the matter or- 
ganizationally. The American Dental 
Association and the various professional 
academies can do much, nationally and 
locally. It is my impression that educa- 
tional materials prepared nationally are 
not widely used. Perhaps dentists need 
to be sold on the value of their services 
before they feel justified in promoting 
their profession. Dental public health 
personnel can do much also as an organ- 
ized group with the duty of promotion. 
They also may not realize the amount 
of education and the basic nature of the 
education necessary. There is evidence in 
the difficulties encountered in connec- 
tion with fluoridation that they, and the 
rest of the profession, overestimated the 
demand for a method of preventing de- 
cay. I suggest that it be determined 
whether it is not the absence of the goals 
of dentistry that has led to adverse re- 
sponse to fluoridation. If the goals of 
the dental profession were accepted, the 
methods used would have a much better 
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chance, but there is no reason for taking 
a plane to somewhere one is not inter- 
ested in going. There must be an attrac- 
tion, as well as smooth going. 

The large proportion of people who 
are edentulous means that many people 
grow up accustomed to and accepting 
loss of teeth. Somewhere one must break 
into this pattern, and it is among the 
young and untrained that it may be done. 
Keeping teeth must become part of the 
pattern of living, like having an auto- 
mobile or a radio. It has been done with 
autos and radios and even television. 

The relevance of this to practice ad- 
ministration is that the first requisite of 
good administration is having something 
to administer. A good practice is con- 
sidered evidence of good practice admin- 
istration, is it not? And I think that 
within a practice the lack of utilization 
is also a matter of implanting high 
standards. I have been much interested 
in the fact that practice administration 
consultants gain much of their undoubted 
value to the profession by removing re- 
straints on the dentist. For another bar- 
rier to good patient relations lies in the 
diffidence of the dentist in promoting 
his profession, not only outside of the 
office, but within. Apparently many prac- 
titioners keep their incomes down by not 
letting their patients know what the 
highest or higher quality care could do 
for them. The: fear of costs may reside 
in the dentist and not the patient. At 
any rate, many dentists have been sur- 
prised at the bills people will pay when 
and if they learn the value of the treat- 
ment. 

Herein lies the key to unlock many a 
block. The patient has not been to dental 
school. He does not know what the den- 
tist can do—unless the dentist tells him. 
His anxieties will be removed by a step- 
by-svep description of the process, and 
his goals will be made higher by letting 
him in on the secret of what dentistry 
can do. This is the double value of pa- 
tient education. It makes an unfamiliar 
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process—unknown and thereby some- 
what frightening—familiar and comfort- 
able and part of his own outlook and 
aspiration. Most dentists have by this 
time, I hope, learned that even with 
children a truthful warning that some- 
thing is going to hurt is met with more 
aplomb than the fake or even true re- 
assurance, which they have heard before, 
that it really doesn’t hurt. Directing at- 
tention to pain can relieve the anxiety 
of the unknown, which even in a five year 
old already is filled by a fearsome, and 
delightful, imagination, much _ bolder 
than reality. Of such are the human qual- 
ities of invention and insanity. 

Patient education is necessary because 
much of what the dentist does is un- 
known to the patient. What is unknown 
is not attractive. One may think that 
this is not true of a mountain if ene is 
a mountaineer, or a woman if one is 
a man. However, the conditions of being 
a mountaineer or a man imply that one 
does not know enough about these so 
that they at least give promise. Although 
the promise given by the tools of the 
trade may best be veiled, the dental office 
gives information that is also a promise, 
but of what? Is the waiting room ob- 
viously such? Is it a pleasant room that 
might be found in a home, to which 
people are accustomed, in which they will 
feel comfortable? 

Much has been said about decorating 
an office or a waiting room. I would like 
to emphasize the broad implications of 
what I have already said and point out 
what I consider to be a secondary con- 
sideration that may be a blind alley. I 
could describe at length the details. 
I could mention some of the demon- 
strated and many of the conjectural in- 
fluences of color. Psychologists or interior 
decorators can be hired who will pursue 
this. I prefer to stay on more general and 
more widely applicable ground, that of 
adjustment by learning. The dentist’s 
waiting room is an introduction to his 
office. It bridges the gap between the 
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patient’s life and the dentist's, and should 
reflect both. It should not be ultramodern 
for patients unused to this. It should not 
be filled with castoff furniture for 
ple unaccustomed to this. 
the entire atmosphere should be familiar. 
And it is part of the office and can con- 
tain dental literature, to help make the 
inner rooms more familiar. It is a bridge, 
to be constructed as carefully as any the 
dentist makes, and it has to fit the pa- 
tient as well as fulfill technical 
siderations. 

In dental school, by virtue of special 
the dentist has become different 
from other people not so trained. This is 
a distinction of which dentists are proud 
But the difference may hamper com- 
munication. It is by virtue of being be- 
tween the dentist and the public in this 
training as well as because of special 
training in education that the dental hy- 
gienist useful. Dentists have 
specialized vocabulary and 
what dentistry can do. They must appre- 
ciate that the public does not have this, 


peo- 
The colors and 


con- 


training, 


may be 
learned a 


and they should not be surprised. But in 
order for them to be attracted to the 
the goals of dentistry 
presented to them, and made theirs. 
is a task 
society of 


must be 
This 
in the increasingly specialized 
today. Somehow, partly by 
procedures I have described, we must 
learn to understand and to appreciate 
To help the public under- 
stand the purposes and intricacies of the 
dentists must 


dentist, 


one another. 


dental profession, under- 


stand that most people have not been 


for them to understand 
dentists, they must be given some of this 
training. 


trained, and 


To become of one social body, 


we must become parts, one of the other. 
‘There are blocks to this, no doubt; but 
what appear to be blocks to the public’s 
view of dentists may be the false image 
cast by the learning in the dental world. 
The public will not be motivated to act 
as the dentist without learning 
his motives. The dentist knows what is 
necessary before removing the mote in 
the eyes of the public. To help them 
keep teeth in their mouths, the dentist 


would 


may have to lend them his mirror. 
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AN EDUCATOR LOOKS AT THE DENTAL HEALTH PROGRAM 


IN SCHOOLS 


Delbert Oberteuffer,* Ph.D., Columbus, Ohio 


Events and developments of the last quar- 
ter century have brought the purposes, 
scope and character of school health edu- 
cation programs to a relatively firm 
maturity. The school has accepted health 
education as an ¢ntegral part of the gen- 
eral or liberal education program aimed 
at the development of a population en- 
lightened as to the social, economic and 
biological factors which contribute to 
effective living within a complex demo- 
cratic society. Within this context, health 
education aims (1) to inform the oncom- 
ing generations of the vast heritage of 
science which may contribute to creative 
development; (2) to modify and direct 
behavior so that the individual learner 
will live scientifically, and (3) to prevent 
the onset of disease and disability which 
may develop from within a technological 
environment. 

The response of the learner to these 
purposes is not predictable. After all, 
learning is conditioned by many factors 
within the organism which make for 
varying degrees of acceptance of the 
thing to be learned. The teacher knows 
that modification of behavior is not al- 
ways easy to produce. People do not 
always act upon what they know, nor do 
they accept what is given to them as 
scientific information. 

Time, however, has produced recog- 
nizable curriculum patterns within which 
the effort is made to transmit the heritage 
of science as it relates to healthful living. 
The most commonly found pattern, and 
the traditional one, is that of direct and 
specific teaching in special times set aside 
in the school day. Within these special 
times, frequently called courses of in- 
struction, the educator has developed, 
with the assistance of specialists in dental 
health, units of instruction on dental care. 


These units are used in virtually every 
school grade from the first through the 
college years and it is within the frame- 
work of these units or courses where 
probably the most effective teaching 
about dental health occurs. It should 
not be assumed, however, that these are 
the only places or times where students 
acquire knowledge about dental health 
or where their attitudes or behaviors rela- 
tive to dental care are formed. There 
are two other curriculum patterns which 
may contribute to knowledge or affect 
behavior. 

Hence the second curriculum pattern 
to be mentioned is that of correlation. 
In this pattern, information about health 
is correlated to the principal or parent 
area under study. 

Courses or units in biological sciences, 
social studies, physiology, natural science 
or home economics offer excellent oppor- 
tunities for a broadly visioned teacher 
to include material which relates to the 
structure, function or use of the teeth. 
Courses in social studies present an op- 
portunity for discussion of professional 
health service and the relation of the 
consumer thereto. Hence the whole struc- 
ture of dental care and treatment from 
the standpoint of the relation of the den- 
tist to society in general, and, in partic- 
ular, to the consumer of dentistry may 
be and frequently is included. 

The third curriculum pattern is that 
of integration. This pattern is a product 
of comparatively recent thinking in edu- 
cation and seeks to organize learning 
material not around traditional areas 
such as biology, history, mathematics and 
others, but chooses as its central theme 


‘a large living problem which contains 
’ within it opportunities to learn which are 
‘related to the theme or core itself. A 
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college class, for example, may be en- 
titled “Problems of Contemporary Civil- 
ization,” or a high school class may spend 
extensive time studying ‘Religions of the 
World,” or an elementary class may study 
merely Frontiersman.”” Such 
subjects or units occupy varying periods 
of time, usually 
student-teacher planning involve 
considerable participation on the part of 


core 
involve considerable 
and 


the students in the utilization of resources 
and the presentation of material cogently 
related to the problem or the subprob- 
lem of the theme. Depending on_ the. 
material and opportunity presented by 
the theme, information about dental care 
would find its natural place within the 
integrated study. 


ROLE OF DENTAI 
IN EDUCATIONAL 


SOCIETIES 
PROGRAM 


In general, dental societies have an im- 

portant and productive role to play in 

the development of any educational ap- 
| 


proach to school problems of dental care. 
It is patent and obvious that teachers 
at any level cannot be expected to have 
in their possession all of the information 
necessary or desirable to transmit to their 
students. Teachers are dependent on pro- 
fessional organizations for such material, 
and dental societies become productive 
resources both from the standpoint of 
teaching personnel and teachable mate- 
rial. The school or college can do a much 
more effective teaching job if the dental 
society and the school are able to 
lish sympathetic and cooperative rela- 
tionships in which members of the dental 
society make themselves known and avail- 
able to teaching personnel and express 
a willingness to aid and abet the teach- 
ing process. The means by which this 
liaison can be established has been well 
described in Official Policies of the Amer- 
ican Dental Association on Dental Health 
Programs.' The most effective instrument 
for this context is the well-recognized 


and widely established School Health 


estab- 


ICIATION 


Council. On such councils the dental 
society would be represented and, through 
such councils, the materials on dental 
can be made available to those 
teachers who have need of them. 


care 


Not to be overlooked, of course, would 
be the broad opportunity of the dental 
society to provide dental services of a 
first class nature within the school pro- 
gram where needed and justified. Such 
programs should be mutually agreed on 
by the dental society and agencies and 
organizations in the community having 
a health responsibility. 


SUGGESTIONS FOR 
EFFECTIVE CONTRIBUTIONS 


Assuming that, as described in the publi- 
cation, A Dental Health Program for 
Schools? councils on dental health have 
a genuine interest in education of school 
personnel and wish to extend to studerts 
wide opportunity for learning both pre- 
ventive and reparative dentistry, specific 
opportunity may be mentioned as fol- 
lows: 

1. Knowlecége of contemporary 
search in dentistry and dental care should 
be made available to the teacher. The 
findings from the laboratory and clinic 
ought not to remain buried within the 
professional journals of dentistry but 
should find their way through publica- 
tions or otherwise to the desk of the 
teacher. 

2. Practicing dentists or members of 
councils on dental health should make 
themselves available to groups of teachers 
who are working on curriculum prob- 
lems. The educator is almost constantly 
revising his curriculum, altering, adding, 
subtracting, deepening and widening his 
curriculum offerings. The publication re- 
ferred to previously advises participation 
on the part of dentists in such curriculum 
evaluation.® 

3. Councils on dental health should 
make their published materials widely 
available to all school personnel. This 
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suggestion also is discussed in A Dental 
Health Program for Schools,* and it is 
perhaps one of the most important sug- 
gestions we could make. Elementary 
school teachers and high school teachers 
would welcome copies of dental literature 
from which they could obtain teachable 
materials. Superintendents super- 
visors of health education might be given 
permission to reproduce some of your 
materials for classroom use. Certainly the 
college professor who is engaged in pre- 
paring teachers should be apprised of 
the publications which are available in 
order that he may tell his teachers in 
preparation where the materials may be 
had. The local committees of dental so- 
cieties can readily find out who these 
key teaching personnel are and could be 
effective in supplying the proper mate- 
rials. For example, the publication “Den- 
tal Health Facts for Teachers” and the 
catalog of the American Dental Associa- 
tion should be distributed widely. 

4. Local societies holding conferences 
or workshops in dental health education 
should, by all means, invite key teaching 
personnel to participate. 

5. Teachers characteristically hold or 
attend many meetings during the course 
of a year. There are meetings of elemen- 
tary teachers, school administrators, spe- 
cial area groups and others. Dental so- 
cieties could well afford to take the 
initiative in making the availability of 
speakers known to the program commit- 
tees of these meetings. 

6. Every year a dozen or more new 
or revised textbooks come out in the area 
of health or hygiene for all levels of 
students. The writers of those textbooks 
should be known to dental societies and, 
if material has appeared in the text which 
is at variance with the best information 
in the science of dentistry, the writer 
should be apprised of the variance. 
Writers are constantly hunting for new 
material and either local councils or the 
American Dental Association itself might 
undertake a project to supply such 
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authors with material in the hope that 
the authors will use it. 

7. Departing a bit from purely class- 
room projects, councils can use their in- 
fluence over the school population by 
substantial demonstrations of dental prac- 
tice in the school examinations as well 
as in private practice. This matter is 
developed rather thoroughly in A Dental 
Health Program for Schools.® 

8. On page 11 of the afore-mentioned 
publication, the use of dental hygienists 
is described. Dental hygienists do some 
considerable teaching at many grade 
levels, particularly in the elementary 
years. Some are and some are not well 
prepared in teaching technics and curric- 
ulum philosophy. Colleges of dentistry 
should be urged to make sure that dental 
hygienists who intend to make themselves 
available to school programs do not enter 
these schools cold and inexperienced in 
educational matters. Hygienists have an 
educational job to do as well as a dental 
one and mere knowledge of their subject 
matter does not insure effec*’ve teaching. 


CONCLUSION 


Modern programs of school health edu- 
cation welcome the contributions from 
dental societies and from the councils 
on dental health. The materials which 
have been produced so far and the pol- 
icies which the American Dental Asso- 
ciation Council on Dental Health has 
elucidated in various publications and 
other means of communication have been 
among the most constructive and useful 
which we have had from any professional 
or scientific agency or association. The 
health educator hopes the flow continues 
in an increasing quantity and at the cur- 
rent high level of quality. 


*Professor of health education, Ohio State University. 

|. American Dental Association, Council on Denta! 
Health. Official policies of the American Dental Asso 
ciation on dental health programs. Chicago, American 
Dental Association, 1957, p. 30, 3). 
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DENTAL HEALTH EDUCATION PROGRAMS AT ELEMENTARY, 


Over the past decade the Los Angeles 
County Dental Society has been involved 
with an ever-increasing number of den- 
tal health education activities. These pro- 
grams were a response to requests coming 
from elementary, secondary, college, uni- 
versity and community groups. As these 
requests increased in number and com- 
plexity, the need for a specialist in the 
health education field became increas- 
ingly apparent. 

An obvious question arose, ‘‘How does 
a dental society go about the business of 
hiring such a person?” The Society had 
a number of friends in the educational 
field and took the problem to them. Out 
of initial discussions an interprofessional 
committee was formed. The committee 
was composed of dental society members, 
public health educators from city and 
county health departments, administra- 
tors from city and county education 
offices, and professors of health educa- 
tion from colleges and universities. 

Over a period of several months cri- 
teria were established for the administra- 
tive requirements and educational ex- 
perience qualifications for the health 
educator; in addition, several broad ob- 
jectives for the health education program 
were outlined. The committee also func- 
tioned as a review board to screen appli- 
cations and hold, on occasion, oral inter- 
views with interested applicants. 


SECONDARY, COLLEGE AND UNIVERSITY LEVELS 


Leonard ]. Dolton,* Ed.D., Los Angeles 


Society members have often expressed 
the opinion that the formation of this 
interprofessional committee was one of 
the most fundamental and rewarding 
steps of the total health education picture. 

With the subsequent employment of 
the director of health education, the So- 
ciety’s expanded program was launched 
in 1957. Program development can best 
be described after a brief view of the 
community, school and society relation- 
ships. 


SCHOOL SYSTEMS 


Los Angeles County covers an area of 
3,951 square miles and has within its 
confines a school population of approxi- 
mately 1,500,000 pupils not including the 
college and university population. 


Public Schools + The Los Angeles County 
public school system functions as a coun- 
ty-wide administrative agency for 112 
separate school districts, with a total of 
1,352 schools. More than 32,000 teachers 
care for the needs of this school popula- 
tion.! Los Angeles City maintains the 
second largest school system in the United 
States with a school population of over 
600,000 pupils, and, at the moment, has 
over 527 schools.” 

School district organization runs from 
an extreme of almost complete autonomy 
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to a few schools which are administered 
directly by the Los Angeles County Pub- 
lic Schools Office. Each school district 
has its own board of trustees and admin- 
istrative officers. 


Colleges and Universities -« There are 
two major universities, three state col- 
leges and numerous city and private col- 
leges in Los Angeles County. At least 
eight of these institutions are concerned 
with the training of future teachers on 
the elementary and secondary levels. 
Four institutions have well defined health 
education programs. 


Religious Sponsored Schools * The major 
religious denominations maintain sepa- 
rate parochial school systems scattered 
throughout the Los Angeles County. Re- 
sponsibility for the health program usual- 
ly rests with city and county health de- 
partments. 

Any program of health education must 
be formulated with attention given to all 
existing and sometimes restrictive condi- 
tions. The following section is given to 
a consideration of these and other delib- 
erations involving the Society's program 
of health education. 


PROGRAM CONSIDERATIONS 


A program of dental health education 
encompasses the total community and 
involves professional and community 
leaders, voluntary and official health 
agencies, and all of the interrelating 
agencies with some responsibility for 
health, education and welfare activities. 
In the development of a health educa- 
tion program, the education advisory 
committee believed that certain priorities 
should be established. It was considered 
of major importance that the health edu- 
cator’s efforts be directed mainly to edu- 
cational systems. Community programs 
were to be engaged in as more or less 
incidental activities. Over the last two 
year period this priority has been gen- 


erally observed; however, in a county- 
wide program of this nature, occasional 
participation in community programs, 
particularly in the health area, could not 
be avoided. 


Methods of Operation * Within priority 
limits and the obvious size and complex- 
ity of the county-wide school organiza- 
tion, it was necessary to develop criteria 
for the operation of a health education 
program. The following section details 
development of the Society’s program. 


Development of a Program Where In- 
terest Exists * It has frequently happened | 
in the experience of the author that solid 
programs were most often developed 
where interest has been expressed. When 
interest was evinced by the dental pro- 
fession in any particular section of the 
county, action was taken to develop co- 
operative educational programs. 

Initially a period of orientation was 
necessary to establish a liaison with the 
health education office, members of the 
dental profession and the various school 
districts. Following this period, requests 
for aid and consultation began to funne! 
into headquarters at an ever increasing 
rate. 


Importance of Cooperative Relationships 
* The establishing of cooperative rela- 
tions requires a subtlety of approach that 


is sometimes difficult to execute. The 
dental profession wants school admin- 
istrators and teachers to understand the 
urgent need for dental health education 
programs, but at the same time it is of 
paramount importance that this interest 
does not take the form of overbearing 
or obviously demanding pressure tactics. 
School administrators are subjected to 
almost daily demands from various pres- 
sure groups with vested interests. Faced 
with this incessant barrage, it is to be 
expected that administrators sometimes 
become oversuspicious and cautious in 
their community relationships. This 
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health educator has made every effort 
to meet the school administrator on his 
own ground; to explore in many meet- 
ings over-all objectives, and to pursue 
methods for the achievement of goals 
satisfactory to both the dental profession 
and school administrators. 

Frequently the language of school ad- 
ministrators and members of the dental 
profession is quite different for reasons 
of interests and philosophy of administra- 
tive approach and background. The main 
stumbling block is usually related to com- 
munication difficulties. Each group sin- 
cerely desires to work for the benefit of 
children but, not infrequently, lack of 
mutual ‘understanding can delay _pro- 
grams for a long time. Unusual care has 
been exerted in this program to avoid 
any temptation to tell the administrator 
how an educational program should be 
operated. Consultation is given only on 
invitation. 

A dentist might be considerably sur- 
prised and resentful if, half way through 
a preparation, the patient suddenly gave 
explicit directions concerning subsequent 
dental steps and procedures. Such an ob- 
servation may seem far fetched, and yet 
this frequently happens in the realm of 
education. It is not surprising that lack 
of cooperation on the part of educators 
sometimes occurs. The highly skilled pro- 
fessions require years of preparation and 
the community is content, generally, to 
leave matters in professional hands. How- 
ever, seemingly everyone is born to the 
role of educator and can quickly and 
easily advise concerning educational pro- 
cedures, even though preparation for the 
calling can be equally as long and as 
exacting as for other professions 


Paramount Importance of Teacher * The 
Los Angeles County Dental Society 
health education office holds to the 
proposition that the person most able to 
teach is the classroom teacher. In the 
early stages of this program there were 
a few classroom appearances but as the 


program evolved, any excuse for such 
appearances subsided. 

There is a place and need for the 
occasional use of a resource person in 
any of the health fields, but these people 
should be used skillfully with adequate 
preparation beforehand, and follow-up 
activity after the resource person has left 
the classroom. On occasions it has been 
hoped or assumed that the resource per- 
son would do actual teaching in the class- 
room and that such teaching would be 
sufficient. However, unless the teacher 
has an understanding of the role of the 
resource person and the material he is 
presenting, then the teaching situation 
will not achieve its full potential. 

All efforts by this office, in terms of 
education, have been directed to eithe1 
those teachers already employed in the 
profession or to programs which are 
slanted particularly toward future teach- 
ers. The attempt has been made wherever 
possible to enlighten and increase the 
level of awareness concerning dental 
health among those teachers most likely 
to influence future programs. 


Report to Dental Society Members + 
Everyone concerned with the establish- 
ment and promotion of the office of 
health education realized the importance 
of reporting back activity to members of 
the dental profession. A number of pro- 
grams have been directed to the enlight- 
enment of the dental profession in terms 
of interprofessional relationships between 
educators and dentists. 

Two conferences have been held and 
were concerned with the place and im- 
portance of dental health education. The 
council on dental health members were 
participants in one out of town confer- 
ence. Educators and dentists discussed 
common problems and areas of respon- 
sibility over a two day period. Another 
out of town conference was a joint pro- 
gram with council on dental health mem- 
bers and administrative officers. A large 
part of the program was devoted to the 


j 
= 
. 
; 


DENTAL HEALTH CONFERENCE . . . VOLUME 60, JANUARY 1960 © 29/15 


health education aspects of the Society’s 
activities. 

A number of district societies have in- 
vited the author to speak at regular 
district meetings and present aspects of 
the health education program. These pro- 
grams have served to stimulate interest 
and promote new programs at the local 
level. 


Health Education—Dental Health Edu- 
cation * Although the profession is con- 
cerned with the promotion of dental 
health education, it should be recognized 
that dental health is one part of the 
total health education curriculum. The 
best opportunity for a sound dental 
health education program lies in the es- 
tablishment of a strong health education 
program. An administrator is more favor- 
ably inclined to a program of total health 
education rather than individual piece- 
meal efforts from various health interests. 
Using these criteria, the Society’s pro- 
gram of dental health education has de- 
veloped over the last two years. Areas 
of emphasis and how they evolved are 
delineated in the following sections. 


DEVELOPMENT OF PROGRAM 


In a description of the health education 
program, it is most appropriate to start 
with the oral health contest, one of the 
Society's most successful programs. 


Oral Health Contest + The oral health 
contest was an outgrowth of the National 
Children’s Dental Health Week program. 
It originated in 1952 as another means 
of stimulating interest in dental health 
education. Strictly speaking, the smiles 
contest is not health education per se but 
rather an instrument to be used in the 
teaching of dental health. Through the 
years it has become obvious that there 
are educational values inherent in the 
smiles contest which were not immediate- 
ly apparent. The contest has demon- 
strated two basic values: 


1. An important public relations func- 
tion for the schools and dental profession 
within the community. 


2. Value as a teaching instrument 
which directs attention of administrators, 
educators and pupils to the values of 
prevention in dental health. 


This program originated as a _ pilot 
study within the Los Angeles City School 
System, including six junior high schools 
actively competing in the oral health con- 
test. With the encouragement of the Los 
Angeles County Dental Society, the den- 
tal section of the Los Angeles City School 
System has constantly promoted and ex- 
panded its services in the expansion of 
this contest. In the years since the author 
has been associated with the program, 
outstanding words of praise have been 
heard from those most concerned with 
the effects of this program—the school 
administrator. 

The opinion has been expressed 
that some winners have been honored 
and achieved recognition for one of the 
few times in their academic life. In fact, 
on occasions these pupils have reacted 
in a most encouraging way with respect 
to changed attitudes toward school and 
peer groups generally. Although it would 
be presumptuous to attach too great a 
significance to such circumstance, it at 
least indicates some values which were 
not originally looked for. 

Although the smiles contest originated 
within Los Angeles City Schools, it has 
now moved into other school districts. 
At the present time there are 13 school 
districts involving 84 schools, competing 
on school, school district, dental district 
and county-wide levels. The ultimate 
winners, boy and girl, are declared reign- 
ing prince and princess for Los Angeles 
County. 

This program shows every sign of be- 
coming an even greater activity; each 
year more school districts express interest 
in entering the contest. With increasing 
coverage from the press, radio and tele- 
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vision, school administrators are quick 
to see the valuable public relations aspect 


of such a program. The Society takes 


every opportunity to stress occasions for 


its use as a for teaching dental 
health. Although the program has been 


described by some as a publicity “gim- 


means 


mick,” it is nevertheless a “gimmick” of 
importance and serves to open the door 
for the dental profession in promoting 
other and more fundamental educational 
activities within a school system. 

Inservice Training Programs * It has 
been the author's experience, not only in 
this assignment but as an instructor in 
a teacher training institution, that fre- 
in the of 
teachers, health content is 
meager or even omitted entirely. In addi- 


quently training program 


education 


tion, there seems to be a distressing ten- 
dency even in the field of health educa- 
tion to regard dental health as one of 
the least important areas. The observa- 
tion was voiced recently by Doctor Geb- 
hart of the Cleveland Health Museum." 

Generally, for those who 
teaching, dental health knowledge seems 
to be at rather a minimal level. A num- 
her of programs have been undertaken 


are now 


by the Society to increase the general 
awareness of dental health on the part 
of the teaching profession. A general de- 
scription of the type and nature of these 
activities follows. 


Institute Activities * Institutes are incen- 
tive programs for teachers to increase 
their professional competence. Los An- 
geles County School Districts frequently 
give institute credit which can be applied 
toward an eventual increase in salary. 
Institute programs can be arranged on 
the county, school district or local school 
level, and if certain administrative cri- 
teria are observed, the attending teacher 
may apply for institute credit. Each of 
the following types of programs has been 
utilized by the Society as a means of 
inservice training. 
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County-wide Institute Programs * The 
County Schools Office has encouraged 
the Society to present county-wide insti- 
tutes dedicated to dental health education. 
These institutes were arranged on a re- 
gional basis and the time, topic and 
participants were publicized county-wide 
through appropriate school channels. 
Programs were presented at a central 
area and_ teachers surrounding 
school districts were invited to attend. 
The programs have covered such topics 


from 


as preventive dentistry, new research and 
concepts, educational materials and tech- 
nics, and consumer education. 

An institute audience is not a captive 
group. Attendance at a specified pro- 
gram is seldom required. Although teach- 
attend a certain number of 
institute sessions, they are free to pick 
and choose among a variety of such pro- 
grams. certain 
problems which should not be overlooked 
in the planning stages. 

In entertainment world parlance, the 
presentation should be a “smasher.” If 
it does not contain the elements of au- 
thority, interest and a fast-moving for- 
mat, the audience is likely to stay away 
in droves. A teacher audience does not 
differ greatly from any other audience. 
Word travels quickly; if the program was 
good, teachers will come again and bring 
others: if it was slow and uninteresting 
they are not likely to return. A well- 
planned program favorably received is 
a most rewarding experience; however. 
the program must be presented by quali- 
fied people who can talk in an interest- 
ing manner and are willing to use varied 
means of presentation. 

Dental health education is competing 
with many other facets of education and 
must make every effort to develop in- 
teresting presentations. The interested 
and inspired teacher is the one who will 
do the best job in passing along such 
information to his pupils. The county- 
wide institute audience usually consists 
of elementary, secondary, sometimes col- 


ers must 


These conditions pose 
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lege instructors, nurses, dental hygienists, 
administrators and other interested indi- 
viduals. Program planning for such a 
group calls for special effort if the broad 
range of interests are to be satisfied. 


School District Level * Another type 
of institute program is that sponsored 
by a particular school district. The pur- 
pose of this program parallels the county- 
wide institute but is tailored to the local 
situation. Institutes more directly con- 
cerned with specified levels of education 
are frequently presented. These programs 
have been carried on by the Society in 
a number of school districts and have 
established closer working relationships 
between local dentists and school admin- 
istrators. 


Local School Level * Occasionally a 
school district may be willing to cooper- 
ate on an inservice training program 
which is directed to a single school. This 
was accomplished recently by the Society 
and a local school district. The arrange- 
ments were considerably facilitated by 
the close relationship of dentists and ad- 
ministrators in the community. This ex- 
cellent rapport had been established 
earlier during the formation of an excel- 
lent community indigent care program. 

Plans for the pilot program were de- 
veloped, in turn, with the district super- 
intendent, director of special services, 
supervising nurse, elementary school prin- 
cipal, elementary school faculty planning 
committee, and eventually the entire 
faculty of one elementary school. A 
unique feature was the exclusive assign- 
ment of dental health education to a 
series of four institute programs held 
during the year. It is the usual procedure 
to assign different topics to each of the 
four institute programs. However, after 
careful planning everyone agreed that 
this presentation should be presented as 
a unified year’s program. After several 
planning sessions the following type of 
program was arranged: 
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First session. Background of the prob- 
lem in dental health education and the 
importance of prevention. 

Second session. Presentation of perio- 
dontal problems as areas of adult concern 
and having immediate application to the 
adult teaching group. 

Third session. Consideration of the idea 
of prevention with children on an ele- 
mentary school level and a discussion of 
audio-visual materials. 

Fourth session. Curriculum consider- 
ations in the planning of dental health 
education programs and teacher partic- 
ipation activities. A selected group of 
teachers from the school demonstrated 
activities and teaching methods which 
they had initiated since the beginning of 
the institute series. This sharing by teach- 
ers of successful methods was enthusi- 
astically received by everyone. 

Although this was a pilot program, ad- 
ministrators have voiced the hope that 
such activities will be expanded in years 
to come. 


Workshop Programs * Previously it was 
mentioned that a number of teacher 
training institutions are situated within 
Los Angeles County. In past years three 
of these institutions have been conduct- 
ing summer workshops in health educa- 
tion. 

Responsibility for the program has ro- 
tated from one training institution to 
another with each succeeding year. Sup- 
port for these workshops was sought from 
the many interested voluntary and official 
health agencies within the county. The 
Society has seen fit to sponsor and sup- 
port these summer workshop programs for 
a number of years. The usual workshop 
participants have been school administra- 
tors, teachers, nurses, dental hygienists, 
counselors and, in fact, all those inter- 
ested in health education. It has been 
common practice in the past to assign 
a specified block of time for each agency 
to present its individual program. 

The author has on occasion been 
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member 
These 


assigned regular faculty 


during the summer workshop. 


as a 
workshops have provided an excellent 
opportunity to emphasize the importance 
of dental health in the total health edu- 
cation picture. 

When special projects in dental health 
have been planned by participants, the 
author has been available for consulta- 
tion. Frequently workshop activities have 
been taken back to a local school situa- 
tion and served as a platform for the 


development of a program on dental 
health. The participation of dental so- 
cieties in these programs ‘is definitely in- 


The effort be 


with respect to both education and sound 
public relations. 


dicated. can rewarding 


Faculty Group Study Clubs + Occasion- 
ally faculty study groups have been or- 
ganized by an interested health coordi- 
nator in 
of 


around the needs of a small and inter- 


This is 


designed 


a school situation a 


form inservice training 
ested group having health teaching re- 
sponsibilities. The author has frequently 
met with such groups and expounded 
on dental health and its place in the 
curriculum. 


Teacher Training Programs + A 
important group to be considered in any 
health education program are those in- 
dividuals with future teaching respon- 
sibilities. The following activities have 
been directed this 
group. 


most 


to most important 


Teacher lraining Institutions * A suc- 
cessful program designed to meet the 
needs of future teachers must be planned 
cooperatively with teacher training in- 
stitutions and the faculties responsible for 
health education. Many problems exist 
in the realms of higher education with 
respect to curriculum development in the 
health area. It is well worthwhile to 
meet with faculty groups and discuss mu- 
tual problems. A_ particularly vexing 


ATION 


at the moment in California 
the place of health education 
in a general education program at the 
university and college level. In Los An- 
veles County the author has worked 
closely with three teacher training insti- 
tutions and hopes to develop these pro- 
grams to a much greater extent in future 


years 


problem 
concerns 


Faculty Seminars * In conjunction 
with university and college staffs, faculty 
seminars on dental health have been ar- 
ranged. Certain problems occur with this 
type of presentation. The faculty group 
will seldom number more than four o1 
five, and scheduling problems are partic- 
ularly difficult. It can be disconcerting 
for a dentist to take time from a busy 
practice and make a presentation to such 
a small group; however, a point to be 
emphasized is that such a faculty may 
reach two to three thousand students a 
year. With the number of teacher train- 
ing institutions in the Los Angeles area, 
the author is hopeful that a program may 
be worked out eventually whereby all 
health education facalty groups can be 
invited to a special program. The pur- 
poses and outcomes of such a meeting, 
however, will have to be weighed care- 
fully in terms of practical considerations. 

Frequently at the college and univer- 
sity level the observation has been made 
that dental health has received much less 
emphasis than other areas of the health 
curriculum. Here again, at another level, 
the statement bears repeating: an inter- 
teacher who is informed about 
dental health will be the person who pro- 
motes a strong and active program in 
dental health education. 


ested 


Needed Support * On all levels of edu- 
cation, the faculty needs support in the 
promotion of health education. With the 
present day squeeze on curriculum, many 
administrators are engaged in a search- 
ing examination of the general education 
program. Unfortunately health education 
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sometimes has been described as a ques- 
tionable offering.’ 

The author believes that outside sup- 
port should be offered in some manner 
to strengthen the hand of faculty and 
department heads in the defense of health 
education programs. Teacher training 
institutions frequently differ from one 
another in terms of required courses; 
therefore, specific recommendations are 
difficult to make. One thing is certain, 
it behooves health agencies interested in 
health education to meet with faculty 
groups, study their problems and work 
for a strengthened program in all the 
health areas. 
Closed Circuit Television * In the Los 
Angeles area some colleges are working 
with experimental closed circuit television 
programs. On occasion it has been pos- 
sible to present programs on dental health 
over the closed television circuit. A prob- 
lem in presenting material on dental 
health was apparently time allotment. 
Instructors were concerned as to the im- 
portance of dental health and whether it 
should receive the full 50 minutes of a 
television presentation. 


Class Lectures * At the level of higher 
education instructors increasingly look to 
resource persons for help and guidance. 
The author has frequently given class- 
room lectures and held discussions with 
future teachers of health education, par- 
ticularly when emphasis was directed to 
teaching activities. 

There is a great need for interpreta- 
tion of teaching materials and audio- 
visual aids. The need for such material 
is always great, and sources of supply 
for free dental health education materials 
are rather meager when compared with 
the voluminous output of other agencies 
interested in health. 


Allied Programs * A number of profes- 
sional organizations have a definite and 
committed interest in school health edu- 
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cation programs and have been frequent- 
ly supported by the Dental Society. 
Oftentimes convention programs have 
been of an inservice training nature di- 
rected to health education and associated 
problems. The influence of such organiza- 
tions on the field of health education is 
important enough to warrant a close 
association with them and their activities. 


Commercial Interests * The need for 
free materials has been relieved some- 
what in the past by help received from 
local commercial interests. Industries 
representing fruits, vegetables and dairy 
products have cooperated in the produc- 
tion of materials in a most pleasing and 
ethical manner. Such activities require 
close liaison between the professions of 
dentistry, education and. the commercial 
concerns. There is a possibility that pre- 
vious efforts in this area may lead to 
future planning at the national level. 


Women’s Auxiliaries * The help received 
from the women’s auxiliaries has been 
constant and important. Many school 
districts have been supplied with audio- 
visual aids and educational materials 
without charge or obligation. This source 
of supply has been a most important fac- 
tor in alerting schools and increasing the 
awareness of administrators regarding the 
significance of dental health education. 
At many of the inservice training pro- 
grams, displays have been arranged by 
the auxiliaries, and arrangements have 
been made for the dissemination of mate- 
rial. Frequently demonstration programs 
have been carried on. Such efforts have 
strengthened immeasurably the _ total 
health education program. 


Administrative Level Programs * The 
Health Education Division of the Amer- 
ican Association of Health, Physical Edu- 
cation and Recreation prepared a state- 
ment some years ago.” A list of guiding 
principles and also recommended agency 
activities were presented which served as 
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a guide to personnel of schools and vol- 
health These 


principles are as follows: 


untary agencies. guiding 


1. Recognition of common goals is 
essential. 
2. Mutual understanding of the pur- 
poses and procedures is necessary. 
>. Mutual best 
planned and undertaken jointly 


t. New health activities should be an 


projects are when 


integral part of the school health educa- 
tion program 

>. Fund raising activities may have 
value for education. 

In addition there appeared the follow- 
ing list of recommended agency activi- 
ties: 

1. Make available to school personnel 
the latest health information. 

2. Provide teaching aids 

3. Help in the preparation of resource 
units. 

+. Help with special short term proj- 
ects. 

5. Help with inservice education of 
teachers. 

6. Participate in the recruitment and 
preservice education of school health per- 
sonnel. 

7. Provide the means for demonstra- 
tions and studies. 

8. Enrich the curriculum 

9. Interpret the school health program 
and unmet needs to the community 

10. Help in interpretation to parents. 

All of 


been promoted within school districts by 


the foregoing activities have 


the Society in one form or another ove: 
the past decade. The guiding principles 
and recommended activities are sound 
and very worthwhile. However, there was 
an area of activity not sufficiently spelled 
out—at least in the author’s opinion. 

It has been recognized and frequently 
reported that health education does not 
appear to enjoy the same prestige status 
as other parts of the curriculum.* There 
also seems to be a distressing tendency 
at the present time to regard health edu- 
cation as one of the “‘frill’’ Al- 


though health has been consistently rec- 
fundamental part of the 
school program by every major national 


ognized as a 


education committee, there has been a 
woeful lag in the implementation of a 
health education curriculum. At 
least an implication of this lag may be 
from the following section on 


strong 


inferred 
code requirements. 


Education Code Requirements * The 
education code of the State of Califor- 
nia required that 50 per the 
elementary school day should be assigned 


cent of 


to the following subjects :° 


Arithmetic 

Reading 

Spelling 

Writing 

Language 

Civics 

In addition the code specifies that 20 

minutes daily must be given to both re- 
cess and the teaching of physical educa- 
tion. In effect 40 minutes daily plus 50 
per cent of the time required for instruc- 
tion in the foregoing subjects are needed 
to comply with requirements of the edu- 
cation code. The remaining time is given 
over to the teaching of ten subjects (obli- 
gatory under the education code) and 
three subjects which the local school dis- 
trict may consider optional. The first ten 
subjects in the following list are obli- 
gatory and the last three optional: 

Geography 

History 

Music 

Art 

Physical education 

Health 

Injurious effects of 


alcohol and 


narcotics 
8. Safety 
9. Fire prevention 
10. Morals and manners 
11. Science 
12. Practical arts 
13. Spanish 
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It would appear that not a great 
deal of time can be given to any one area 
unless there is an intense interest shared 
by both teacher and school administrator 
for a given subject. A somewhat similar 
situation exists on the secondary level 
although complicated to some extent by 
separate courses and patterns of integra- 
tion and correlation used in curriculum 
structure. 


Health Education in Schools Commit- 
tee * Over eight years ago a community 
group in Los Angeles formed what came 
to be known as the Health Education in 
Schools Committee. The express purpose 
of this group, composed of represent- 
atives from most of the health agencies, 
was the improvement of health educa- 
tion in a specific school system. The 
committee diligently and tenaciously in- 
formed school administrators and trus- 
tees of the school board about the need 
for a strong health education curriculum. 
This group has been responsible, to a 
very great extent, for the decision by a 
board of trustees to assign funds for the 
hiring of supervisors of health education ; 
the primary responsibility of these super- 
visors of health education is the organ- 
ization and implementation of a strong 
health education curriculum. Such an 
accomplishment by a community group 
is no mean task. The Los Angeles County 
Dental Society has been represented on 
this committee for many years. 

On another occasion members of a 
local district dental society played an 
active and important part by repeatedly 
meeting with school administrators and 
effectively presenting the need for the 
inclusion of dental health education in 
the curriculum. These actions effected 
the assignment of an individual to the 
task of working primarily with health and 
safety programs. Such activities have 
demonstrated that an aggressive com- 
munity can ask for and receive consider- 
ation in curriculum revision if the needs 
are justified. This kind of work calls 


for the patience of Job and the demon- 
stration of a sincere desire to cooperate 
rather than the demanding, forceful ap- 
proach with which school administrators 
oftentimes are faced. The author believes 
that all health groups should work to- 
gether and effectively speak as an inter- 
ested community member to the point 
that schools should develop more effec- 
tive health education curriculums. The 
stand should be taken in the spirit of 
patient cooperation, but, nonetheless, 
with firmness and vigor. A board of 
trustees cannot wish off such requests 
forever. 


CONCLUSION 


The Los Angeles County Dental Society 
has passed several milestones represented 
(1) by a glimmering of interest in health 
education and allied activities; (2) a pro- 
gram which became so demanding that 
additional help was needed to cope with 
it; (3) a full-time consultant trained in 


health education. It is now moving into 
a new period of growth and expansion. 

The present program has been received 
by the community in a most favorable 
manner. The Society has been recognized 
publicly, not once but many times, as 
a professional organization not only in- 
terested in health education but willing 
to do something about it. 

Future activities hold great promise. 
In the hopper are plans for the produc- 
tion of films and film strips; regional 
meetings with top level school administra- 
tors on curriculum problems are being 
considered , a joint research study at the 
university level concerned with the place 
of dental health education in a college 
curriculum is being explored. 

There is every reason to believe that 
with the interest and confidence in the 
program expressed by dental society 
members, coupled with the growing com- 
munity interest and awareness of dental 
health education, the horizons are un- 
limited. 903 Crenshaw Boulevard 
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INTEGRATION OF THE DENTAL SERVICE 
WITH THE GENERAL HEALTH PROGRAM 
IN THE VETERANS ADMINISTRATION 


Charles M. Belting,* D.D.S., M.S., Chicago 


The 


United States reporting a dental depart- 


percentage of hospitals in the 
ment has increased steadily from 26 per 
cent in 1945 to 34.1 per cent in 1958,! 
that this 
toward more comprehensive health care 


with every indication trend 
services provided by hospitals will con- 
tinue. Those persons contemplating, o1 
engaged in, development of a dental de- 
partment integrated with all the other 
health care services in the hospital are 
confronted with a number of basic prob- 
lems, the resolution of which can_ be 
found in the analysis of other hospital 
dental One 


conducted by the Veterans Administra- 


programs. such program 
tion has been in operation since 1921, 
and consists of 171 hospitals ranging in 
size from 56 to 6,346 operating beds.” 
The purpose of this paper is to de- 
scribe how this program functions as an 
integral part of the general health care 
program in the Veterans Administration. 


STAFFING 


Dental care is provided in each of four 
basic types of installation: the General 
Medical and Surgical Hospital, the Tu- 
berculosis Hospital, the Neuropsychiatric 
Hospital and the Domiciliary. Staffing 
requirements vary in each of these in- 


stallations. In the General Medical and 


Surgical, and Tuberculosis Hospitals, it 
has been found that approximately one 
dentist, supported by two auxiliary per- 
sonnel, is needed for every 150 patients; 
whereas in the Neuropsychiatric Hospital 
and the Domiciliary, one dentist, sup- 
ported by two auxiliary personnel, is 
needed for every 250 patients.* 

The reasons for these different ratios 


become apparent as one examines the 
nature of the hospital population being 
served in each instance. A larger dental 
staff is needed in the General Medical 
and Surgical Hospital, where the turn- 
over of patients is relatively rapid, than 
in a Neuropsychiatric Hospital or a 
Domiciliary where the turnover of pa- 
tients is relatively slow. The turnover 
rate of patients also is relatively slow in 
the Tuberculosis Hospital, but a larger 
dental staff is required in this situation 
because of the greater care and time 
involved. 

For purposes of definition, auxiliary 
dental assistants, 


dental technicians, dental hygienists and 


personnel consist of 
clerk stenographers. The most effective 
ratio of these auxiliary personnel to pro- 
fessional personnel has been found to 
be two to one* in the Veterans Adminis- 
tration regardless of the type of hospital 
heing served. The various types of these 
personnel required may vary according 
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to the type of hospital, however. For 
example, a station serving a large num- 
ber of domiciliary members may require 
a greater proportion of dental techni- 
cians owing to the greater demand for 
prosthetic service in this advanced age 
group. On the other hand, more dental 
hygienists may be required in Neuro- 
psychiatric, Tuberculosis or General 
Medical and Surgical Hospitals where 
the average age of patients is somewhat 
lower. 

In all VA hospitals, this dental staff is 
supplemented by consultant and attend- 
ing dentists in the various dental special- 
ties as the need for them arises. The 
dental service usually is divided into oral 
periodontic, oral surgical, 
restorative and prosthodontic sections 
supported by oral roentgenography and 
dental laboratory units. 


diagnostic, 


ADMINISTRATIVE INTEGRATION 


The dental department in a VA hospital 
operates under the immediate supervision 
of a chief of dental service who functions 
in the same administrative capacity as 
the chiefs of the other professional serv- 
ices, such as medical, surgical, neuropsy- 
chiatric, radiological, and clinical labora- 
tory, all of whom are responsible to a 
hospital manager through a director of 
professional services. This organizational 
arrangement enables the chief of dental 
service to participate in and contribute 
to regularly scheduled staff conferences 
and committee meetings where adminis- 
trative as well as professional policies 
are formulated and announced. 

The various hospital committees on 
which a chief of dental service serves 
include: first, the Medical Records Com- 
mittee which formulates integrated pro- 
cedures to be followed by all services 
in the recording of information relating 
to the entire gamut of the patient’s hos- 
pital experience,” second, the Therapeu- 
tic Agents Committee which recommends 
drugs for stocking in the pharmacy and 
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use in the hospital,® third, the Medical 
Library Committee which acts in an 
advisory capacity to the librarian in the 
selection of professional books and _peri- 
odicals and in the use of the library,’ 
and fourth, the Research and Education 
Committee which acts in an advisory 
capacity to hospital management in the 
development and operation of research 
and education programs.* These various 
avenues of communication lead toward 
close cooperation and coordination by 
all professional and administrative per- 
sonnel and enable the entire hospital staff 
to work together as a team. 


PROFESSIONAL INTEGRATION 


Admission and Diagnosis * One of the 
major functions of the dental service is 
to coordinate its activities with the ad- 
mitting service. This is accomplished in 
two ways: first, by determining the need 
for hospitalization of those patients seek- 


ing primary dental care of acute medical 
and surgical conditions that fall within 
the scope of dental responsibility, and 
second, by performing the oral phase of 
the routine physical examination given 
all patients. 

When a professional determination by 
a dentist indicates a need for hospital 
treatment for primary dental disorders, 
he writes the initial treatment orders and 
refers the patient back to the admitting 
service for admission and further phys- 
ical examination. These disorders include 
such conditions as acute infections of the 
jaws, fractures of the maxilla and man- 
dible and large cysts of the jaws, the 
treatment of which by a dental staff has 
long been established procedure in a 
hospital. Only in recent years, however, 
has it become common practice for a 
dental staff to perform the oral phase of 
the routine physical examination. By this 
procedure alone, a dental staff can more 
than justify its existence in a hospital 
organization. As an example, in VA hos- 
pitals during fiscal year 1958, this pro- 
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cedure resulted in recognition of approxi- 
mately 274 early oral malignancies in 
patients whose admission diagnosis was 
unrelated to this condition. Since these 
lesions were not detected by the medical 
staff, it is reasonable to assume they 
would have gone unrecognized had the 
patients not been routed through the 
dental service for completion of the oral 
phase of their physical examination. 
When the examining dentist notices an 
oral lesion suggestive of neoplasia, he 
refers the patient to the tumor board 
through the treating physician for con- 
sultation prior to removal of tissue for 
histopathological examination. As a gen- 
eral rule, the biopsy is made by the per- 
son who will have ultimate responsibility 
for treatment of the tumor. The tumor 
board, makes recommendations 
for treatment, consists of the chiefs of 
the laboratory, medical, surgical, and 
radiological services.? The chief of dental 
service participates in the deliberations 
of this board in those cases referred from 
the dental service. In this way, the chief 
of dental service can coordinate the den- 
tal aspects of the over-all treatment plan 
with the surgeon or the radiologist. In 


which 


the event surgical resection is the treat- 
ment of choice, preoperative debridement 
of dental deposits and removal of infected 
teeth outside the area of anticipated re- 
section can be accomplished, and pre- 
operative impressions, models and photo- 
graphs can be taken as a preparation for 
possible postsurgical prosthesis. In the 
event the 
choice, plans can be made for removal 
of teeth falling within the path of irra- 
diation if indicated. 

A careful oral examination made as 
an integral part of the physical exami- 
nation also reveals countless other oral 
lesions or abnormalities having direct o1 
indirect relationship to the admission 
diagnosis. The great majority of these 
lesions or abnormalities which 


irradiation is treatment of 


are 


brought to the attention of the treating 
physician may properly be classified as 


infections, hormonal diseases. 
nutritional disturbances, developmental 
and functional deficiencies. 
Dental treatment for these conditions is 
based in large measure on the degree of 
relationship between these conditions and 
the patient’s primary disability. 


chronic 


disorders 


Hospital Dental Record * The methods 
used for exchange of information be- 
tween the dental and medical services are 
an important aspect of professional in- 
tegration. One of these methods consists 
of the use of the hospital dental record. 
[his form should be especially designed 
to fulfill the requirements for which it 
is intended; namely, to record oral find- 
ings and dental treatment recommenda- 
tions for review by the physician who 
has primary responsibility for care of the 
patient. Such a form has been designed 
to be used in VA hospitals (Fig. 1). 
Space is provided in the upper left-hand 
vital statistics as the 
name, age, address, occupation and ad- 
mission diagnosis of the patient. Items | 


corner for such 


and 3 provide a space for recording the 
chief oral complaint and oral history. 
Item 2 provides a brief check list of func- 
tional areas in and around the oral re- 
gion having health care significance to 
both the physician and the dentist, with 
space provided under item 3 for detailed 
description of any abnormalities noted. 
The number and type of roentgenograms 
used in making the oral examination are 
recorded under item 4 and dental find- 
ings are charted under item 5. It will be 
noted that the sequence of recording in- 
formation on the form follows the order 
of procedure used by the examiner in 
approaching the patient, namely, from 
the exterior to the interior, and ending 
with the ultimate source of most dental 
complaints, the teeth themselves. Item 6 
provides a space for listing the various 
oral diagnoses using standard nomencla- 
ture, such as periodontitis, apical abscess, 
caries of teeth and absence of teeth, ac- 
quired, mandibular, partial. Again using 
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standard nomenclature, the treatment 
for these diagnoses would be listed under 
item 7 as dental debridement, extraction, 
restoration, and denture, removable, 
mandibular, partial. 

Upon completion and recording of the 
oral examination as described, the dental 
record is referred to the treating physician 
for review of the oral diagnosis and 
entry of medical information essential 
to dental treatment planning. The phy- 
sician makes his entries on the reverse 
side of the record (Fig. 2). Item 11 pro- 
vides a space for entry of the principal 
diagnosis and any pertinent secondary 
diagnoses of the patient. Under item 12, 
medical information having a bearing on 
the oral diagnosis is recorded together 
with any special precautions or contra- 
indications to dental treatment. Item 13 
provides space for additional medical 
findings which alert the dentist to spe- 
cial problems related to the planning of 
dental treatment. The estimated number 
of days required for completion of the 
medical phase of hospital care, shown 
under item 14, also is important to the 
dentist in planning his treatment and in 
scheduling appointments. 

After the foregoing exchange of pro- 
fessional information, the chief of dental 
service is able to formulate and prescribe 
indicated dental treatment under item 
17. When dental treatment has been ac- 
complished and entered under Part IV, 
a final summary of oral diagnoses treated 
and operations performed is recorded 
under Part V. The purpose of the final 
summary section is to facilitate transfer 
of this information to a record of hos- 
pitalization upon discharge of the patient. 
The terms used for diagnoses and oper- 
ations are those listed in the current edi- 
tion of Standard Nomenclature of Dis- 
eases and Operations” and are coded 
in accordance with the International 
Classification of Diseases."' This system 
of coding enables the medical record 
librarian to tabulate diseases and oper- 
ations recorded by the dental service in 
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the same manner as those recorded by 
the other medical services. Application 
of this coding procedure to dental con- 
ditions is a relatively recent innovation 
in VA hospitals and affords the dental 
services a broad base for future data 
analysis and statistical research. 


Treatment * Reference already has been 
made to the major role of the dental 
service in determining the need for hos- 
pitalization of those patients seeking pri- 
mary dental care. The dental service 
continues to assume major responsibility 
ior clinical management of these patients 
after physical examination and admission 
to the hospital. In larger hospitals where 
the number of patients admitted for pri- 
mary dental disorders warrants it, a num- 
ber of beds in one section of a surgical 
ward may be assigned to the dental serv- 
ice. In smaller hospitals, a dental patient 
is assigned a bed on a surgical ward as 
the occasion arises. Pertinent laboratory 
requests, doctor’s orders and _ progress 
notes are made by the dentist in charge. 
In the event treatment of the patient 
requires use of the operating suite, the 
dental service functions as a division of 
the surgical service, using a member of 
the surgical staff as an assistant. 

In actuality, primary dental care in- 
cludes only a small percentage of the 
patient care rendered by VA _ hospital 
dental services. By far the larger per- 
centage of dental care rendered is sup- 
portive in nature. Prescription of sup- 
portive dental care is based upon three 
major criteria: first, the degree of rela- 
tionship between the oral condition found 
and the patient’s primary disability; sec- 
ond, the chronicity of the patient’s pri- 
mary disability; and third, the length of 
the period of hospitalization required.’ 

The highest priority for supportive 
dental treatment is assigned to those pa- 
tients in whom there is a direct and mate- 
rial relationship between the oral condi- 
tion found and the disability requiring 
hospitalization. Oral infections, improper 
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PART li—MEDICAL REVIEW 
NOTE PHYSICIAN. Please complete Part II and return this form to Dental Service so appropriate dental treatment may be prescribed and completed 
within the total treatment regimen for the patient 
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masticatory function, and oral defects 
affecting expression or appearance are 
the major types of oral condition which 
frequently can affect or aggravate a basic 
systemic disease. Oral infective processes 
are related to numerous medical condi- 
tions, such as diabetes mellitus, rheumat- 
ic fever, endocarditis, phlebitis, nephri- 
tis, osteomyelitis and arthritis, to cite but 
a few examples. Improper masticatory 
function likewise is related to such dis- 
orders as gastric or duodenal ulcers, 
diverticulitis, ulcerative colitis, tubercu- 
losis and other cachectic diseases. Oral 
defects affecting expression or appear- 
ance not infrequently are related to psy- 
choneurotic disorders. 

Examples of chronic diseases which re- 
quire continuing medical attention and 
frequent repeated hospitalization, and 
for which supportive dental care is pro- 
vided, include such conditions as con- 
gestive heart failure, sickle cell anemia, 
pulmonary emphysema and _ incurable 
neoplastic disease 

And _ finally, those 
prevent a patient from maintaining an 
acceptable standard of oral health be- 


prolonged 


disabilities which 


cause of hospitalization for 
periods are provided supportive dental 
care. Tuberculosis, neuropsychiatric, neu- 
rological and geriatric diseases comprise 
most of these disabilities and 
for more than 50 per cent of the beds 
occupied in VA installations." 


account 


Discharge Dispositions and Procedures * 
Frequently in a General Medical and 
Surgical Hospital, dental treatment is 
only partially completed for a patient 
who otherwise is ready for discharge. In 
these instances, it becomes the joint re- 
sponsibility of the physician and the den- 
tist to the 
pleted dental phase of hospital care 
should be accomplished on a bed occu- 
pant or non-bed occupant status prior 
to discharge of the patient with maxi- 
mum hospital benefits.4 As a general 
rule, a patient is retained in the hospital 


determine whether uncom- 


on a bed occupant status for completion 
of any unfinished oral surgical treatment. 
Other types of dental treatment usually 
can be completed on a non-bed occu- 
pant status. In the event the patient 
enters upon a non-bed occupant status 
for completion of dental care, the physi- 
cian writes an interim summary of medi- 
cal care furnished up to that time, leaving 
the final discharge summary to be pre- 
pared by the dentist on completion of 
dental treatment. In all other cases, the 
physician incorporates the dental aspects 
of medical treatment into a final sum- 
mary prepared by him at the time of 
discharge of the patient. 


SUMMARY 


It can be stated that integration of dental 
activities with a general health care pro- 
gram is based primarily on contributions 
of the dental service to total patient care. 
Contributions can be made to both the 
diagnosis and treatment of the patient; 
to diagnosis by performing the oral phase 
of the routine physical examination, and 
to treatment by correcting oral disabil- 
ities directly related to systemic or psy- 
chiatric disease. These contributions are 
dependent upon an adequate dental staff 
supported by auxiliary dental personnel 
and upon ample media for a free ex- 
change of information between all ad- 
ministrative and professional personnel. 
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PROBLEMS IN UNIFYING THE ADMINISTRATION 
OF DENTAL SERVICES IN STATE INSTITUTIONS 


Noel Kaho,* D.D.S., Ciaremore, Okla. 


The director of the Oklahoma State 
Mental Health Department, Dr. Hayden 
Donahue, stimulated by the Council of 
State Governments’ report to the Gov- 
ernors’ Conference on “The Mental 
Health Programs of the Forty-Eight 
States” (1950) and a second one on 
“A Study of Training and Research Pro- 
grams in the States in the Field of Mental 


Health” (1953) , requested the Oklahoma 
State Dental Association to make a study 
of the dental care program in the six 
hospitals under his jurisdiction. 

In his request to the association, Dr. 
Donahue pointed out that, as a_psy- 


chiatric administrator, he had little 
knowledge of the manner in which the 
dentists in his institutions were perform- 
ing their duties, nor did he know if the 
facilities themselves were adequate for 
the demands and the needs of the large 
hospital population. The association, in 
response, created a Mental Health Com- 
mittee, which has since become the Com- 
mittee on Institutional Dentistry, for the 
purpose of making the survey. Subcom- 
mittees were created in each area where 
the hospitals were and a thorough study 
begun of every aspect of the dental situa- 
tion. 

The findings of the committee were 
exceedingly embarrassing to the associa- 
tion in that, with but rare exceptions, 
the whole program was inadequate and 


substandard. The needs were so great 
and the problems so many, the commit- 
tee felt it essential that a knowledge be 
gained of the conditions in other states 
and how the problems had been solved. 

A report was available about Texas 
institutions. This study did not deal ex- 
clusively with mental institutions but 
considered all state-controlled institu- 
tions where a dental care program was 
involved. The 1951 report showed that 
the Oklahoma observations were not ex- 
ceptional or unique. In the summary, it 
stated: 

There is no standardized system for the 
dental service in the larger hospitals. It ap- 
pears that the dental service is not closely 
coordinated with the general treatment of the 
patients. The Hospital Superintendents are 
interested in adequate dental service, but do 
not take the steps we feel essential for that 
purpose. 

In 1946 H. B. G. Robinson made a sur- 
vey of Ohio institutions and stated: “At 
none of the state mental institutions is 
the dental service adequate. . . . Unfor- 
tunately, few have seen the dental pro- 
gram as part of a health service essential 
to the general well-being and as a pos- 
sible rehabilitation factor in the psy- 
chiatric patient.” 

There had been a Florida study made 
in 1934 by A. F. Douglas (J.A.D.A., Vol. 
21, May 1934), who hopefully 
the following: 


wrote 
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It is possible to organize the dental service 


in State Mental Institutions into modern, effi- 


cient clinics, and to extend to those com- 
mitted to these hospitals the same care and the 


operations restorations 


same variety of 
that are common to the best sort of private 
practice 


But it was apparent in all of the sur- 
veys that the patients were receiving in- 
adequate dental care in nearly every in- 
stance. The California 1954 
attested to this as did the Massachusetts 


survey of 


study in 1958. 

The chairman of the Oklahoma asso- 
ciation’s Mental Health Committee, 
therefore, began a study of other prob- 
lems The original study had 
been of the itselt 
sonnel, auxiliary help, salaries, purchas- 
The next 


involved 
facility with its per- 
ing, charting and production 
step was to study the dental phase in rela- 
tion to the general or total care program, 
with a subsidiary to this of the relation- 
ship of the dentist to the administrator 
and the medical and psychiatric stafl 
Then the separate hospitals were com- 
pared with each other from the dental 
standpoint. An attempt was made to 
evaluate the department to the Mental 
Health Board appointed by the Gover- 
nor. Finally, the dental care programs 
in institutions other than the 
health hospitals were brought into the 
study. In no hospital did the dental de- 
partment meet the minimum standards as 
set up even by the American Psychiatric 


mental 


Association. 

In the publication Standards for Psy- 
chiatric Hospitals and Clinics, revised 
1954, and published by the American 
Psychiatric Association, it states 


Dental service should be provided to furnish 
prophylactic examination and hygiene to each 
patient approximately once each six months, 
to provide emergency dental care as needed, 
and to provide necessary dental appliances 
for long-term patients. The dentist shouid also 
assume responsibility for indoctrinating nursing 
personnel regarding the proper daily oral hy- 
giene of patients. 


It also gives “Personnel Ratios fon 
Public Mental Hospitals” for dentists at 


| to 1,000 patients and dental hygienists 
of 1 to 500 patients. 

In the two largest Oklahoma hospitals, 
we found that the ratio of dentist to pa- 
tients was | to 3,000 with no dental hy- 
gienists at all. As a consequence, it was 
impossible for the dental personnel to 
meet the standards set forth by the A.P.A. 
in the personal hygiene category, nor did 
the dentist find sufficient time to “in- 
doctrinate nursing personnel.” Nor did 
he have sufficient time even to make 
proper oral examinations of all the pa- 
tients. The one standard he could meet 
was that of providing emergency dental 
treatment, which made the dental section 
merely a first-aid station. 

The superintendent, assailed on every 
side by the overwhelming problems of 
management, and being little aware that 
dentistry had anything to contribute to 
the total care of the patient beyond the 
oral cleanliness hoped for and the relief 
of emergency and acute conditions as 
they arose, felt a relief when there were 
no complaints about the dental depart- 
ment. In the majority of cases this lack 
of pressure, this anonymity, was itself a 
criterion of satisfactory functioning to 
the administrator. In the one hospital 
where the dental conditions were best, it 
was found that the dentist was on a first- 
name relationship with the superintend- 
ent. At none of the institutions, except 
rarely, did the dentist attend the general 
staff meetings, nor did the dentist make 
rounds through the wards. The variations 
from good to bad appeared to depend on 
the superintendent's opinion of and his 
relation to the dentist. 

Since each hospital was competitive 
with the others within the control of the 
Department of Mental Health, and the 
state was competitive with all the others 
for the highest type of medical and psy- 
chiatric personnel, and since all state 
institutions operate on a per capita cost 
that places a continual squeeze on any 
budget, most superintendents were grate- 
ful that they were not having the addi- 
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tional problem of fighting for an in- 
creased budget for the dental department 
and having to hunt for high calibre men 
who would accept the salary they could 
offer. 

It was agreed between the Oklahoma 
State Dental Association and the Okla- 
homa Department of Mental Health that 
before any large scale changes were at- 
tempted a broad study would be made in 
the other states. 

By personal visits to other institutions 
in the southwest and the far west and by 
correspondence with specific individuals 
from the governors of the states to the 
directors of the state departments, to 
various hospital administrators, and to 
the state dentai associations themselves, 
a study was made of the entire United 
States. This study, titled “The Dental 
Problems in State-Maintained Mental 
Institutions in the United States,” 
made available to the Council on Dental 
Health of the American Dental Associa- 
tion. In the Council's report of last year 
it was stated: 


was 


The survey indicates that, because most of 
the dental services in state institutions lack 
effective professional organization and super- 
vision, there are inadequate substandard fa- 
cilities and equipment, substandard salaries for 
dentists, low standards of dental care and the 
absence of programs for integrating the dental 
care program with the general health care 
program. 

The American Dental Ass ation has 
long pointed out the value of s “nd den- 
tal health. In last year’s report of the 
Council on Dental Health, it was stated: 

The Council believes that the present status 
of dental services in most state institutions is 
a serious hindrance to the causes of good dental 
health. A lack of adequate dental services in 
state institutions also creates a significant gap 
in the availability of dental care for a large 
segment of the population. 


It would seem that the medical staff in 
many hospitals throughout the United 
States feels differently, and it seems to us 
the fault lies squarely on the shoulders of 
the various state dental associations. 


As far back as 1932, Donald S. Bartlett, 
in THE JOURNAL OF THE AMERICAN DEN- 
TAL ASSOCIATION for October 1932 
stated: 

From the latest report of the U.S. Bureau of 
Census, we obtained the appalling statistics 
that for 250,000 mental patients cared for in 
164 state hospitals, only 90 full-time dentists 
are employed. The State of Illinois hospitalizes 
20,530 mental patients in 10 different State 
institutions and employs only 8 dentists, 2 of 
whom are part-time. 

The ratio is very little better today, 
and Dr. Robinson (J.A.D.A., Vol. 34, 
Feb. 1947) observed, as a result of his 
survey of Ohio institutions, that “few 
superintendents have viewed their dental 
program as a part of a health service 
essential to the general well-being and 
as a possible rehabilitating factor in the 
psychiatric patient.” 

Linked irrevocably with the attitude 
that dentistry can contribute little to the 
total health care of the patients except 
for the relief of acute conditions is the 
budgetary item of the dental department. 
In the consideration of any budget, those 
things which are considered of least value 
are given the least amount of money. As 
a consequence, the. salaries throughout 
the United States for dental personnel 
are absurdly low and, except for dedi- 
cated individuals, account for the low 
calibre of dental care given and the dis- 
respect received from the medical and 
psychiatric staffs. 

This attitude, in many instances, was 
deserved. Many consultations and inter- 
views revealed the fact that dental prob- 
lems were constantly being left to men 
who had no knowledge of them. The den- 
tists themselves felt that they had nothing 
to offer the other members of the staff: 
a few did not wish to involve themselves 
in any additional responsibility, and most 
felt that they were underpaid but failed 
to offer services that would warrant in- 
creased pay. 

In many states the dentist is paid less 
than $500. The state of Kansas, accord- 
ing to Dr. George W. Jackson, director 
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of institutions, increased the salaries of 
dentists in the state institutions during 
fiscal 1957 in an attempt to fill the va- 
cancies, but the vacancies still exist. Their 
new starts at $530 a and 
goes to $680 base pay. 

The physical aspects of the dental de- 
partment were left substandard because 


scale month 


modern, efficient equipment was not felt 
to be necessary. In one state, California, 
where there is an all-out effort to modern- 
ize the physical facilities, the design of 
the dental department in one hospital 
visited was left to the state architect. As 
a result, when the equipment was in- 
stalled, the doors were too narrow to get 
the equipment in and had to be torn out; 
the laboratory which was not used was 
twice as large as the private office for 
the dental personnel, and no waiting 
room was included. 


CONCLUSIONS FROM SURVEYS 


Progress in raising the level of dental 
programs has in the past made 
through the personal effort of individuals. 
Many examples of such individuals could 
be given, such as Mason of Indiana, 
Chartrand of California, Fischer of New 
Jersey, Douglas and Cox of Florida. 

Each has felt, as Bartlett stated in 
1932: “The organization and equipping 
of the dental department of a mental hos- 
pital should be in keeping with the mod- 
ern standards established for all othe 
departments.” This was echoed by Doug- 
las in his 1934 statement, and through 
his efforts of many years of dealing di- 
rectly with the problems, Florida has 
what the American Dental Association 
Council on Dental Health recognizes as 
an outstanding program. The report of 
the Council says: “The state of Florida 
has established a coordinated dental pro- 
gram for state institutions that can serve 
as a model for organizing such a program 
under the direction of a single dental ad- 
ministrative agency.” 

The setup, as explained by Dr. Rogers, 


been 


director of the Division of Mental Health, 


is as follows: 


Some years ago, the Board of Commissioners 
of State Institutions established a Florida State 
Institutional Dental Service. The Director of 
that service is the Chief Dentist at the Florida 
State Hospital, Chattahoochee, and he works 
directly under the Director of the Division of 
Mental Health, although his salary is paid 
from the budget of the Florida State Hospital, 
Chattahoochee. 

This Florida State Institutional Dental Serv- 
ice not only gives or renders supervision to 
the State Mental Hospitals but other Dental 
Clinics located in the various industrial schools, 
the institutions under the Division of Child 
Training, and the Division of Correction. 

At the present time there are 12 dental 
clinics and 18 dentists besides the Chief Den- 
tist in this program. The larger of the clinics, 
Florida State Hospital where the Chief Dentist 
has his headquarters, employs six dental in- 
terns. These are recent graduates and stay in 
the program from one to two years. The serv- 
ice in this institution is approved for dental 
internship by the American Dental Associa- 
tion. The other out-lying clinics are not ap- 
proved for internship but receive close super- 
vision from the Chief Dentist. He averages 
from one to two trips per month to these 
clinics, actually selects personnel, controls and 
supervises requisitioning of supplies and equip- 
ment, and aids these institutions in budget 
matters for this department. The Chief Den- 
tist, Dr. John K. Cox, is to have an assistant 
to assist him in the supervision of these various 
clinics. This service has been in effect some 
12 years and is continuing to expand. 

It is apparent that the members of the 
various state associations are becoming 
aware of the situations within the state 
institutions. More and more state asso- 
ciations are creating committees for sur- 
veys so that the facts may be known and 
faced. New Mexico at this time is making 
an institutional survey. 

In every study so far made one of the 
most urgent recommendations has been 
for a dental director, or dentist-in-chief, 
so that the various dental programs can 
be coordinated. 

The Council on Dental Health “recom- 
mends that the constituent societies take 
steps to survey all of the clinical dental 
services operated under the auspices of 
their state governments with a view to 
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establishing them under coordinated pro- 
fessional administration. The program 
for reorganization should include the ob- 
jective of bringing to the highest possible 
standard the facilities, salaries and work- 
ing conditions of dental and auxiliary per- 
sonnel, as well as dental care and super- 
vision.” 


THE OKLAHOMA EFFORTS 


The Oklahoma State Dental Association 
became aware that its survey and those 
of the other states had disclosed a na- 
tional situation which should warrant the 
serious attention of the American Dental 
Association. But it was also aware that, 
though the A.D.A. might assist in the 
over-all study, “the problems were only 
to be solved at the state and local levels 
where the dental care is rendered to meet 
the specific need.” 

Following the survey of the mental 
hospitals, the association’s committee 


studied, by invitation, the dental pro- 


grams in other state-maintained institu- 
tions. The situation was even more 
embarrassing to the association in these 
areas than it had been in the mental 
health field. For example, it was found 
that two life-termers, untrained except by 
instruction from an 80-year-old dentist 
who had been living many years on a 
salary of $325 a month, were performing 
all of the dental work being done at the 
penitentiary, frém surgery to prosthetics. 

These two convicts could not be de- 
terred by taking their licenses away from 
them since they had none, nor could they 
be put in jail for violating the dental act 
since they were already there. In this par- 
ticular situation, the matter was solved 
by the warden’s agreeing to raise the sal- 
ary to a figure sufficient to obtain a com- 
petent man and by the association’s 
agreeing to assist the program in every 
way possible, beginning with the creation 
of a consultant group to surround and 
upport the new dentist. 

The various state departments previ- 


ously had side-stepped the dental act by 
hiring any dentist available so long as he 
would work for the salary offered. Some 
of these men did not belong to the state 
association because they did not wish to 
do so, nor could a few, lacking a license, 
join. The Department of Mental Health 
and the state association agreed that all 
applicants, henceforth, would be screened 
for the department and that no one 
would be hired unless recommended by 
the association. 

In achieving this compact, the associa- 
tion also agreed to inaugurate and de- 
velop a program looking toward the 
establishment of internships. This was 
done by the creation of consultant groups 
for each of the three largest hospitals 
covering 11 areas so that, eventually, a ro- 
tating type of internship could be applied 
for. 

The need for coordinating the dental 
programs of all institutions into a general 
plan under the auspices and policing of 
the association was studied. In Oklahoma 
the various institutions were controlled 
by several autonomous departments or 
commissions. Each guarded its autonomy 
jealously. For this reason it was impos- 
sible for the dental director of one de- 
partment to have any authority over the 
dental program in another department. 

Consultations were held with the gov- 
ernor, the attorney general, and the 
legislative council, and it was decided 
that the safest way for the coordination 
of a dental program throughout the state 
was to vest authority in the Board of 
Governors of Registered Dentists, or as 
called in other states, the State Board. 

This authority, now written into the 
new dental act, was for the Board of Gov- 
ernors to establish minimum standards of 
dentistry in cooperation with the various 
state departments or commissions main- 
taining a dental care program. 

The present Governor of Oklahoma, J. 
Howard Edmondson, wrote : 


The efforts of the Oklahoma State Dental 
Association in raising the level of dentistry in 
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our state institutions warrant the full co- 
operation of the State Government and _ its 
various agencies. You may be assured that we 
are ready at all times to work with you for 
the furtherance of this dental care program 

The state association has found that by 
turning the spotlight of its attention on 
the needs and problems, offering as- 
sistance at every step, assuming responsi- 
bilities that should long ago have been 
shouldered, it has created the means of 
our progress. The salaries have been 
raised, without asking, to a point where 
excellent men can now be hired. The par- 
ticipation of our highest calibre men in 
the program has made the dental position 
at our hospitals a highly desirable one. 
The growing concern for and participa- 
tion in research has put us on partnership 
terms with our fellow scientists in the 
medical field. Our expanding activities 
have brought the voluntary offer of re- 
building of the dental facilities according 
to modern, efficient standards, with con- 
sideration of the potential internships in 
designing them. Our creation of dental 
libraries at three of the largest institutions 
has created interest throughout the state 
among the members of our association 
and among the lay people. And our ac- 
tivities with the legislative members of 
the state government have made our pro- 
fession grow in considerable stature in 
the public eye. 

The administrators of the various insti- 
tutions have realized, through our activi- 
ties and interest, that salaries must be 
brought on a par with those for the 
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medical and psychiatric staff members. 
They are aware also that only by com- 
petent examination and diagnosis can 
the dental needs of the captive popula- 
tion be known and its needs supplied. 
The medical staff members are beginning 
to realize, as the dental staff and con- 
sultants do, that the mouth is well de- 
scribed as the mirror of the body and 
that dental care is an absolute essential in 
any total health program, whether or not 
that program is designed for mental pa- 
tients, convicts, chronically ill, orphans, 
or the geriatric patients. 

The dental aspect of the total health 
program should no more be offered half- 
measure than should the medical or psy- 
chiatric treatment. 

It is apparent to all who study the 
problems that unifying the dental services 
in state institutions can only come about 
after the basic needs are met. These begin 
at the local level with such fundamentals 
as proper examinations, charting and 
diagnosis. Only then will the dental needs 
be properly known. Only then will re- 
search be possible. Only then will integra- 
tion of the services come about. 

At no time has there been opposition 
toward our efforts. Everywhere around us 
was a willingness to cooperate and a 
sense of amazement that these things had 
not been done long ago. 

417% West Third Street 
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A UNIFIED DENTAL SERVICE FOR COUNTY INSTITUTIONS 


Edward R. White,* D.D.S., Jersey City 


The unified dental service in institutions 
of Hudson County, N. J., was initiated 
more than 40 years ago with the estab- 
lishment of dental clinics in most of the 
county’s institutions. The program is a 
demonstration at the local level of various 
recommendations of the American Den- 
tal Association which, in turn, have their 
base in practical experience. 

The New Jersey State Dental Society 
and the Hudson County Dental Society 
cooperate in the county dental program 
as do the medical and surgical staffs of 
the institutions, the public health and 
public welfare agencies and the state’s 
two dental schools. The program has 
been designed to assure dental service to 
every inhabitant of a county institution 

from the juvenile delinquent in the 
Youth House to the patient in the Mental 
Hospital; from the tubercular patient in 
the Hospital for Chest Diseases to the 
recipient of care in the Geriatrics Hos- 
pital. It has been designed also to pro- 
vide a source of graduate dental educa- 
tion experience through general rotating 
internships. 


DENTAL CARE PROGRAMS 


In the early years of the program, at- 
tending, dentists were appointed to the 
various institutions to render a dental 
service to the patients under the super- 
vision of the medical directors or super- 
intendents of the respective institutions. 
All such dentists were part-time em- 
ployees, and their salaries varied. Today, 
the attending dentists are chosen with re- 
gard to their ability in certain areas of 
dentistry. For instance, the dentist as- 
signed to the Geriatrics Hospital needs 
unusual ability in prosthetics, whereas 
those assigned to the prison need experi- 
ence in exodontics. The part-time attend- 
ing dentists receive $15 to $20 an hour 


for their work. Meetings are held every 
two months, at which time all matters 
concerning the clinics are thoroughly dis- 
cussed. 

Originally, each dentist ordered his 
own supplies and chose his own labora- 
tory for processing dentures and pros- 
theses. Today, all supplies must be re- 
quested on written forms signed by the 
dental chief of the institution and sub- 
mitted to the county purchasing officer. 
Ordinary requests are not questioned, but 
unusual requests must be approved by 
the director of dental services. 

An attempt is made to fill the requests 
of the dentists and dental interns for 
special supplies and instruments. High 
speed equipment has been installed in 
the Mental Hospital and the Pollak Hos- 
pital clinics so that the interns can have 
experience with this technical advance. 
All of the institutions are equipped with 
portable engines. Only dental laboratories 
of the highest reputation are used in 
processing restorative work. 

Except for secretarial help, all other 
auxiliary personnel are registered nurses 
and, in some instances, nurses trained in 
the administration of general anesthesia. 
Postgraduate student nurses are used as 
dental assistants at the Margaret Hague 
Hospital as part of their training. 

The dental directors of the Mental 
Hospital, Pollak Hospital and Margaret 
Hague Hospital are, automatically, mem- 
bers of the executive committee which is 
the governing board of the respective in- 
stitutions; there is no conflict with the 
medical profession. For the past two 
years, the director of dental services has 
been chairman of the credentials com- 
mittee at Pollak where he maintains an 
office. 

The director of dental services visits 
all of the institutions regularly. He is 
responsible for the salary budget for the 
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resident and intern program and also 
certifies the payrolls during the 
Around the first of December, the chief 
dental officer of each institution prepares 
his budget request for the coming year. 
The funds for the entire program are sup- 
plied by the County of Hudson. 

The County Dental Department was 
reorganized in 1957 and has developed 
rapidly since that time. All attending 
dentists, residents, interns and auxiliary 


year. 


personnel now attend staff meetings reg- 
ularly, while special lectures are given to 
the residents and interns every Wednes- 
day morning. 


RESIDENCY AND INTERN PROGRAM 


In 1939, a combined residency and in- 


tern program was instituted in conjunc- 
tion with the Jersey City Medical Center 
by Frank J. Houghton, dental director 
of the Center. Dr. Houghton, who has 
since resigned to become dean of the 
School of Dentistry at Loyola University 


in New Orleans, has been succeeded by 
Edward Zloncewski. 

The resident and intern program is a 
rotating service with a chief resident, two 
assistant residents and nine interns. 

The interns are recruited from the den- 
tal colleges. For the past two years there 
has been an increase in applicants as 
a result of call to military service. The 
interns are assigned to the Mental Hos- 
pital, Margaret Hague Hospital, Pollak 
Hospital and to the Jersey City Medical 
Center. Besides dental assignments, they 
cover the emergency room, blood bank 
and ward rounds in the respective hos- 
pitals. 

The residency in oral surgery is at the 
Jersey City Medical Center where op- 
portunities for working up cases are plen- 
tiful. The dental interns, under super- 
vision of a large voluntary staff of attend- 
ing and visiting dentists, do all of the 
work-ups on the patients assigned to the 
dental department. As in the county in- 
stitutions, the dental department of the 


Jersey City Medical Center has complete 
with 
who is a member of the executive com- 
mittee of the hospital. 

The residents and interns are housed 
in a staff house and are fully found. The 
salary scale is as follows: chief resident, 
$2,400; assistant resident, $1,800; interns, 
$1,200. 

As the resident and intern program 
grows, it is planned to enlarge the staff. 

Merritte M. Maxwell, dean of the 
College of Dentistry, Seton Hall Univer- 
sity, and the members of his faculty are 
offering complete cooperation. A new 
program is planned for interns that will 
give them graduate work in oral surgery, 
roentgenology and oral diagnosis as well 


autonomy its own dental director 


as in the basic sciences. 
INDIVIDUAL INSTITUTION PROGRAMS 


The specific program in each institution 
varies according to the need of its patient 
population as a brief description will 
show 


Hudson County Mental Hospital + The 
Hudson County Mental Hospital is situ- 
ated in Secaucus. The average load is 
2,200 patients. 

The dental clinic has 12 chairs with 
full equipment, and includes a separate 
section for oral surgery and exodontics. 
All patients, on admission, are given a 
complete oral examination with full- 
mouth roentgenograms. There are two 
attending dentists who serve part time. 
An intern is assigned to this hospital full 
time. 

Complete service is rendered to all in- 
digent patients. However, dentally indi- 
gent patients are required to pay the 
costs of all restorative work, the funds 
usually being provided by relatives or 
friends if the patient cannot pay. It might 
be explained here that the terms “den- 
tally indigent” or “medically indigent” 
designate individuals who can provide for 
their food, clothing and shelter but who 
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cannot meet the costs of their dental or 
other health care. 

This institution is used by Fairleigh- 
Dickinson School of Dental Hygiene for 
training its students in prophylaxis. The 
instructors in this project are employed 
by the Fairleigh-Dickinson School and 
are not connected in any way with the 
County of Hudson. 


B.S. Pollak Hospital for Chest Diseases + 
The Pollak Hospital is located in Jersey 
City as part of the Medical Center. Its 
normal capacity is 500 patients. All are 
given a complete oral examination with 
roentgenograms on admission. The pri- 
vate patients are given only palliative 
treatment. The indigent patients are 
given full dental care. The dentally in- 
digent patients are expected to pay for 
the costs of restorative work. 

The clinic is a cheerful, modern air- 
conditioned office. The residents and in- 
terns do all the work under the supervi- 
sion of consultants. Inasmuch as the 
average stay in this hospital is six months, 
each patient can be given adequate den- 
tal care. 

The patients, for the most part, are 
cardiac, tubercular or cancer patients. 
Every precaution is taken to protect both 
the patients and the dentists. When tu- 
bercular patients are being treated, the 
operator is forced to wear a mask and 
glasses. The impressions, bites and try-ins 
of setups for dentures are thoroughly 
washed in a green soap solution before 
being sent to the laboratory. An intern 
is assigned to this clinic full time under 
the supervision of consultants. 


Margaret Hague Maternity Hospital ° 
The name of this 345-bed hospital should 
be changed to Hospital for Women’s 
Diseases. Many of the patients are not 
in for obstetrical care. There is a great 
deal of surgery performed here. 

The dental clinic is a two-chair, mod- 
ern clinic. Emergencies for the inpatients 
are taken care of, but most of the dental 
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work is for patients receiving prenatal 
care. 

Prophylaxis, fillings and extractions 

are performed in this clinic. The work 
is done by residents and interns under 
the supervision of consultants. An intern 
is assigned here full time. 
Welfare Institution * The Welfare Insti- 
tution has a bed capacity of 385. Full 
dental care, consisting of roentgenograms, 
extractions and restorations, is performed 
by an attending, part-time dentist. 


Geriatrics Hospital * The Geriatrics Hos- 
pital has a capacity of 117. The dental 
clinic is manned by a part-time, attend- 
ing dentist. In addition to this hospital, 
the clinic also serves the Alms House and 
Welfare Hospital. 


Alms House * The Alms House has a 
capacity of 75. Patients are transported 
to the clinic located in the Geriatrics 
Hospital for necessary dental care. 


Youth House * The Youth House is for 
children who are being held for trial in 
Juvenile Court or for transfer to one of 
the state’s correction institutions. 

A completely equipped dental clinic is 
manned by an attending, part-time den- 
tist. General anesthesia is administered 
for all extractions. 


Hudson County Jail + No prisoner is kept 
in the Hudson County Jail more than 
30 days. Two attending dentists are as- 
signed to this institution. Their work is 
confined to extractions or relief from 
pain. 


SUMMARY 


A unified dental service for county in- 
stitutions calls for: 


1. Firm administration. 


2. Full cooperation from the medical 
and surgical staffs, from the state and 
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local dental societies and from the county 
officials. 

3. Regulations that no employee be 
given treatment by the dental personnel. 

4. Freedom from political interference 
of any kind. 

Once the foregoing regulations have 
been put into the practice, the program 
will gain the respect of the county officials 
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and of the dentists in the locale of the 
institutions involved. In the past ten 
years, dentistry has proved beyond doubt 
that it is capable of administering its own 
departments in all types of institutions. 
921 Bergen Avenue 


| services for Hudson County, N.J. 


EFFECT OF DENTAL HYGIENISTS AND DENTAL 


ASSISTANTS ON THE 


PRODUCTION OF DENTAL CARE 


Robert Rk. Stina ff D.D.S., Akron, Ohio 


The foremost justification for the employ- 
ment of auxiliary personnel is to relieve 
the dentist of duties that can be accom- 
plished by others within certain legislative 
limits, thus freeing the dentist for render- 
ing those aspects of dental service for 
which he is particularly trained and held 
liable by law. 

Other than being the prime administra- 


tor of his own private practice and office, 
the dentist need spend little time on the 
various administrative duties that can be 
accomplished by others and which en- 


cumber his allotted time for patient 
treatment. Advances in dental operative 
technics and in equipment now call for 
near-constant auxiliary support at the 
chair, and the presence of an operating 
assistant will enable many of the com- 
ponents of any treatment to be ready 
when needed, with a resultant reduction 
in operating time for each patient. Both 
during and after certain dental appoint- 
ments, considerable time and effort may 
be spent on laboratory phases and the 
dentist should consider the advantages 
of technical fabrication support. Where 
legislation permits, the dentist should be 
somewhat freed from the time involved 
in exposing roentgenograms, especially 
those involved in the periodic examina- 


tion and prophylaxis; certainly, the den- 
tist should spend no time in the proc- 
essing, identification and mounting of 
roentgenograms. There is an ethical and 
moral obligation attendant upon every 
dental office to educate the patient to 
the need and value of complete dental 
restorative and preventive service, and 
many dentists spend considerable time in 
You will note that the 
attendant upon “every 
dental office,” and the suggestion is made 
that all members of the dental health 
team be equipped and qualified to handle 
some phase of dental health education. 


this endeavor. 
obligation is 


In many active practices, consideration 
must be given to the need for additional 
aid in the professional treatment of pa- 
tients, such as can be performed by the 
dental hygienist. 

In the matter of assignable functions, 
the dentist should first give consideration 
to the type of practice he wishes to estab- 
lish and pursue so that he will have a 
more-or-less long-range view of the need 
for auxiliaries; a practice built mainly 
on amalgam and silicate restorations will 
not need the services of a laboratory tech- 
nician. Not every office has the same 
growth potential nor the same philosophy, 
and not all dentists are willing to assume 
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the organizational responsibility needed 
in the larger dental teams; therefore, the 
type and the number of auxiliaries needed 
and wanted will vary widely. 

Coomer' has stated that: 

Dentists have the privilege of buying the 
services of dependable executive secretaries, 
capable dental hygienists, efficient chair as- 
sistants and skillful dental technicians. Den- 
tists also have the privilege of buying the serv- 
ices of gum-chewing “hello girls,” glorified 
scrub ladies, half-hearted tooth polishers and 
inefficient pseudo dental mechanics. 

In a paper by C. N. Johnson,? pub- 
lished nearly 35 years ago, emphasis was 
placed upon the importance of “team- 
work”’ between the dentist and the dental 
assistant to provide the most efficient 
service to the patient. Because of the de- 


mands for dental care and the efficiency 
studies that have been made, we can now 
envision a dental health team composed 
of the dentist, dental assistants, dental 
hygienist, secretary, laboratory technician 
and, possibly, other auxiliaries. The suc- 
cess of such a team will be dependent on 


each member’s knowing and contributing 
his particular function and showing will- 
ingness to subordinate personal feelings 
and capabilities to the greater good and 
efficiency of the entire team. We have not 
yet reached the optimum in assignable 
functions for the dental team members, 
and much study is indicated in this field. 
It may be necessary to gain enabling 
legislation in some states, either to define 
the duties that can be granted to auxilia- 
ries or to correct archaic regulations. 


EFFECT OF ASSIGNING FUNCTIONS 
TO AUXILIARIES 


In discussing what is the order in which 
auxiliary functions should be instituted 
in the dental practice as they relate to in- 
creased production, consideration should 
also be given to when they should be in- 
stituted. Ordinarily the law of supply and 
demand would be honored, but, if the 
finances of the dentist will permit, he 
should employ a general dental assistant 


on his first day of practice or as soon after 
as his economic status will permit. Such 
employment will lend an air of profes- 
sional dignity to the office as well as sug- 
gest a certain efficiency of operation and 
of success. Actually, with the first dental 
assistant the dentist will be relieved of 
the major portion of those duties that he 
need not perform in the business conduct 
of the practice, and he will receive some 
operative support as well. The first as- 
sistant can act as personal and telephone 
receptionist, coordinate requests for serv- 
ices with appointment scheduling, main- 
tain adequate records for the patient and 
for the practice, arrange methods of pay- 
ment and send statements, receive and 
deposit all monies, verify all invoices for 
accounts payable and write the necessary 
checks for payment, handle routine corre- 
spondence and order supplies, assist in 
the preparation and dismissal of the pa- 
tient, assist at the chair and, possibly, as- 
sume some laboratory duties—at least the 
processing of roentgenograms. Although 
the practice that is below optimum de- 
mand for dental services might not re- 
quire all of the assistant’s available time, 
there would be an excellent opportunity 
for the dentist to spend a portion of his 
free time in training the assistant to carry 
out those duties which will be hers. If a 
mature woman is selected, one who can 
be relied on to stay for a relatively long 
tenure of employment, then the dentist 
should consider whether the first em- 
ployee will eventually be the administra- 
tive assistant or the chair assistant when 
the second assistant is employed and 
guide the major portion of training in 
the foreseeable direction; such first as- 
sistant can serve very capably in the train- 
ing of any subsequent employees. 

By striking an average of the statistics 
contained in both the 1953* and the 
1956* surveys of dental practice, we find 
that the dentist who employed one dental 
assistant had a gross dollar volume for 
dental services which was 70 per cent 
higher than that of the dentist who 
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worked alone. This gross volume must be 
reflected in the amount of dentistry done 

in the number of units—as well as in 
the number of patients seen. An average 
of the statistics provided in these two sur- 
veys on the number of patients seen shows 
that the dentist aided by .5 to 1.4 dental 
for about 51 per cent 
more patients than did the dentist who 


assistants cared 


employed no auxiliaries. 

There is considerable difference of 
opinion as to who should be the second 
auxiliary to be employed in the office. 
Coomer' states that the second member 
of the auxiliary personnel should be the 
laboratory technician. One recent poll® 
revealed that 88 per cent of the practicing 
dentists employ auxiliary help, as follows: 
14 per cent employ one person, 25 per 
cent employ two persons, 12 per cent em- 
ploy three persons, 4 per cent employ four 
persons and 3 per cent employ five per- 
sons. 

If these figures can be considered to 
have a fair degree of accuracy, poll-wise, 
it means that 72,000 practicing dentists 
now employ over 107,000 auxiliaries of 
some type. If the poll is viewed from the 
standpoint of numbers as well as inci- 
dence, the employment of auxiliary per- 
sonnel seems to progress in the order of: 
dental assistant, receptionist, dental hy- 
gienist and laboratory technician. Em- 
phasis is given to the fact that the type 
of employee to be hired as the second 
member of the dental team will depend 
on the type of practice, and the philos- 
ophy which governs it, and that the usual 
and average procedure will be to hire a 
second dental will be 
trained for those duties which the first 
assistant will relinquish. Assuming that 
the first assistant will concentrate upon 
the ever-increasing administrative func- 
tions, then the second assistant can de- 
vote her entire time to assisting at the 
chair and in laboratory function. The 
administrative assistant can aid in the 
transition of patients in the operatories, 
and, assuming that at this stage of the 


assistant who 


practice the office is equipped with two 
operating rooms, she can assist in prepar- 
ing and dismissing patients and in making 
the open operatory ready for further use. 

A pilot study made by the Ohio 
Academy of Dental Practice Administra- 
tion® revealed that in the average office 
employing one dental assistant, 12.8 per 
cent of the total appointment time for 
any patient was used for the “make- 
ready” of the patient, 7.6 per cent needed 
for the “put-away,” leaving only 79.6 per 
cent of the appointment sitting for actual 
operative procedures. By utilizing the ad- 
ministrative assistant for the patient 
transition and clean-up, the total opera- 
tive time can be raised to about 98 per 
cent efficiency; she can also be used as a 
roving chairside assistant and either per- 
form certain laboratory functions or re- 
the chair assistant who will then 
perform laboratory duties, including 
processing of roentgenograms. 

Referring again to the 1956 Survey of 
Dental Practice,* production-wise, the 
dentist who possesses two operating chairs 
and one assistant will double the gross 
dollar volume of dentistry performed by 
the dentist confined to one chair and with 
no help; the dentist equipped with two 
chairs and who employs two dental as- 
sistants will triple it. Patient-wise, regard- 
less of the number of auxiliaries, the 
dentist with a one-chair facility cared 
for 743 patients, whereas the two-chair 
office was able to accommodate 1,113, a 
50 per cent increase. With no reference 
to the number of chairs, the dentist who 
had no employees averaged 704 patients 
per year, whereas the dentist employing 
1.5 to 2.4 employees cared for 1,174 per- 
sons, roughly a 67 per cent increase. Al- 
though these figures may have a bearing 
on the consideration of an increased den- 
tal staff, it must be stressed that the 
methods of operating which any dentist 
employs have a certain personal aspect, 
and therefore, to some extent, he must 
make his own analysis and arrive at his 
own conclusions. 
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If we accept the usual progression of 
employment, the third person to be con- 
sidered should be the dental hygienist. 
Here again, there is no definite time for 
the acquisition of such an auxiliary, al- 
though Stearns’ explains that “as a rough 
criterion, it may be assumed that any 
dentist who is booked one month in ad- 
vance is probably busy enough to employ 
a dental hygienist. Also, a hygienist’s em- 
ployment is justified in an office where 
the dentist is not giving most of his pa- 
tients regular six months prophylaxis 
care.” Another criterion would be to add 
the hygienist to the dental team when 
the dentist is devoting one fourth of his 
time to the regular prophylaxis and recall 
examination patients. 

There are no hard and fast statistics 
available to evaluate the increase in pro- 
duction of dental services by the addition 
of the dental hygienist. This is due in 
part to the fact that most surveys are not 
completely cross-indexed, especially in the 
matter of delineating all the many variable 
facets in office layout and the employ- 
ment of various auxiliaries, full and part- 
time. The 1956 Survey of Dental Prac- 
ticet does show that with a two-chair 
facility employing two dental assistants, 
the gross volume of dental service was 
$33,995, with a net income of $19,610; 
that of the same facility but employing 
one dental hygienist and one or two 
others realized a gross income of only 
$33,132 with a net of $17,713; the three- 
chair office employing one dental hy- 
gienist and one or two other auxiliaries 
grossed $35,711, with a net income of 
$18,399. From these figures, one can 
gather that the dentist who expects to 
accrue a great financial gain by employ- 
ing a hygienist will meet with some dis- 
appointment, for the financial facts break 
the bubble of optimistic production esti- 
mates for the hygienist. Some persons 
offer a hypothetical picture of the dental 
hygienist caring for 6 to 8 patients a 
day, at X dollars per patient, 5 days a 
week, 50 weeks per year, but the entire 


projection usually will not stand the 
critical eye of the cost accountant. What 
the dental hygienist will do is free the den- 
tist of the recall examination and pro- 
phylaxis duties so that he can devote such 
time to the performance of those dental 
treatments which he alone can handle. 
In this way, the dentist can care for more 
patients in the entire practice, do more 
thorough dentistry and reduce the wait- 
ing period for appointments. 

Patient-load figures for the two-chair 
facility indicated 1,113, whereas the three- 
chair office was able to care for 1,539 
patients. If it can be assumed that in 
some instances the third chair was for 
the use of the hygienist, then her employ- 
ment had some influence on the addition 
of 426 more patients per year. 

It is thought by some persons that the 
hygienist should be employed prior to the 
second dental assistant, using the hy- 
gienist as a part-time employee for the 
prophylaxis service and part time as a 
chairside assistant, keeping the hygienist’s 


appointment book open at certain times 
so that she may free the dental assistant 


for time necessary for administration 
duties. There is also some thought that 
the longer the delay in employment of the 
hygienist, the longer will be the period 
for stabilizing the practice with regard 
to the recall system. A dental hygienist 
will be used somewhat in relation to her 
availability; if employed full time, she 
will have more patients channeled to her 
department. 

Although most commercial laboratories 
furnish a high type of fabrication service 
to the dentist, the practitioner who is sin- 
cerely endeavoring to render a high type 
of restorative service, aimed at optimum 
dental health for all his patients, will not 
be content until he employs his personal 
laboratory technician. Under the direct 
training, guidance and supervision of the 
dentist, the technician can produce the 
effects wanted in any restoration requir- 
ing laboratory procedures at the time 
they are wanted and, usually, at a lower 
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unit cost. Statistics are not available for 


analyzing production of dental care as it 
relates to the laboratory technician, but 
the astute dentist can realize the many 
advantages of having all fabrication done 
in his own office. In some offices, it may 
be wise to employ the technician ahead 
of the hygienist or even the second dental 
assistant, rather than as the fourth com- 
ponent of the auxiliary team. The usual 
procedure of employing a male labora- 
tory technician need not be followed in 
all instances; many women are well 
trained or have adaptive skills in art and 
creative endeavors. The dentist could 
consider the employment of a_handi- 
capped person for this area of the office 
practice, for, if possessed of two good 
hands, then the keenness of mind and de- 
votion to a cause more than compensate 
for some physical defect. 

If the practice growth dictates the 
need and the dentist is willing to accept 
further administrative responsibility, he 
should consider the employment of the 
fifth member of the auxiliary staff. This 
person can be the office manager, male 
or female, and can free the secretary- 
receptionist for dual chair assisting and 
additional supportive laboratory function, 
or the fifth person can serve in dual chair 
assisting, allowing expansion of the duties 
of the  secretary-receptionist. Figures* 
show that when five employees were 
working for the dentist, gross volume ol 
dentistry rose to $62.657, and when 3.5 o1 
more employees were the auxiliary staff, 
the patient load rose to 2,430. No infor- 
mation is available which would tempet 
these figures by the number of associate 
dentists employed by the reporting den- 
tist, but it is presumed that in order to 
provide dental care for 2,430 patients, 
purely professional assistance would have 
to be employed if any degree of quality 
and completeness were to be found in the 
dental service; the matter of associate 
dentists will not be covered in this paper. 

We may borrow from industry its in- 
terpretation of what constitutes produc- 


tion and what is meant by productivity. 
Production is generally regarded as the 
number of units of any product that can 
be produced in a given time, whereas pro- 
ductivity relates to the efficiency of pro- 
duction of such units. Said another way, 
the efficiency or productivity employed 
in producing units is always upping the 
number of units that can be produced 
in the same given time. As applied to 
dentistry, an operator may prepare two 
bridge retainers in one hour, but by em- 
ploying efficient equipment and auxilia- 
ries, he may be able to produce those same 
two units in 40 minutes, or produce three 
in the one hour appointment. Increased 
productivity should not be the result of 
increased operating hours, but should be 
eained by better management know-how, 
constantly training auxiliaries to develop 
new skills and by using improved technics 
and equipment. 

It is difficult to say at what point the 
utilization of auxiliaries reaches a limit 
beyond which their use cannot be ex- 
pected to gain an increase in production 
or productivity and earnings in the prac- 
tice commensurate with their costs and 
the administrative responsibility to the 
dentist. Waterman’ states: 

The ultimate in excellence of utilization of 
auxiliary personnel never has been reached: 
there will always be new and better methods 
and more ways in which the services of such 
personnel can be utilized. 

The reasonable functions of the dental 
team must first be outlined by the dentist 
and then accepted by all members of the 
team by their evident cooperation and 
willingness to function as such. 


RELATIVE IMPORTANCE AND VALUE 
OF VARIOUS AUXILIARIES 


In discussing the relative value of the dif- 
ferent members of the dental team, it is 
necessary to eliminate, temporarily, its 
most important member, the dentist, and 
promote him to the status of coach, where 
probably from that position he will state 
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that all members of the team are of equal 
importance. To do less, to impugn the 
value of any individual would be to in- 
vite discord and jealousies with the re- 
sultant loss of all the games. However, 
we still must evaluate each of the com- 
ponents of the auxiliary force, especially 
with regard to the progression in employ- 
ment. 

The general dental assistant is the most 
valuable from the standpoint of freeing 
the dentist of nonprofessional duties; the 
addition of the second dental assistant 
enables a delineation of duties in two 
separate areas of the dental practice, and 
places equal value on each, for the ad- 
ministrative assistant assures a steady flow 
of patients into the office, and the chair- 
side assistant helps produce the dentistry 
for them. At this point, some dentists 
could pause in the employment schedule, 
for by using evacuating equipment, chair- 
side assistance and the “one-spit” pro- 
phylaxis technics described by Thorson,’ 
most of the recall services could be han- 
dled adequately. 

Only when the dentist felt undue pres- 
sure on his operating time would he need 
be concerned with the employment of a 
hygienist. It is in her utilization that the 
dentist acquires a different type of patient- 
contact auxiliary; the hygienist proceeds 
with her duties as a near-independent in 
the practice and with her own personal 
relationship to the patient differing from 
that of the other auxiliaries who work 
for the dentist and not on the patient. 
Replacement of the hygienist is always 
more difficult and inopportune than is 
true with other auxiliaries. A review of 
the estimates of the number of practicing 
hygienists shows a range from 5,000 up 
to 8,000. A liberal estimate is that there 
are 6,000 hygienists in practice, as com- 
pared to 74,000 dental assistants and 12,- 
000 It is pos- 
sible that the dentist places too much 
emphasis and importance on a team 
member whose ratio to the dental popula- 
tion is only 1:14 at best. 


ON-THE-JOB TRAINING 


The need for more training facilities for 
dental assistants, both in chairside and 
laboratory phases as well as administra- 
tive and patient-relation phases, is most 
obvious. It is difficult to train enough re- 
cruits for initial and replacement pur- 
poses even when ail the known existing 
methods are used, and the answer will 
probably lie in the dentist’s being re- 
sponsible for training his own personnel 
in his own fashion, for his own purpose 
in his own office. The formation of small 
study clubs within the framework of com- 
ponent dental societies offers a good solu- 
tion; the value of the auxiliaries will be 
in direct ratio to the type and extent of 
any training program. Except for large 
metropolitan areas, especially those which 
contain dental schools, the problems of 
training and continuing education are 
real, 


SALARY ARRANGEMENTS 


The best rule to follow in setting salary 
ranges for the auxiliaries is to pay them 
what they are worth to the practice when- 
ever possible. The respectable base sal- 
aries and fringe benefits paid to com- 
parable employees in industry and busi- 
ness make identical payroll benefits in 
the average dental office a very true 
burden, and if increases are to be given 
at ordinary times, they will have to come 
from increased production or a rise in 
dental fees. 

There is a tendency to move out of the 
practice of granting a base salary plus 
some form of commission, for the latter 
can give rise to undesirable reactions by 
the personnel when the dentist is out of 
the office for vacations, meetings or 
study; when there are cancellations by 
patients or a reluctance to proceed with 
the necessary dental treatment, or when 
the economy dips. There is no particular 
relation between the salary paid to the 
hygienist and that paid to the dental 
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assistant: in the former situation, het 
compensation. is dependent on the pro- 
duction of her department as well as the 
hourly value placed on the time she 
spends in other duties, whereas the salary 
of the dental assistant is in relation to the 
increased production brought about by 
her efficient service. 
RESPONSIBILITY OF THE DENTIST 

If the dentist is to gain in production 
and productivity, he has a responsibility 
to find out the various benefits which will 
accrue to him and to his patients by the 
proper The 
literature is available and the reasons fon 
the expanded dental health team are 
valid, but, as Waterman® points out, “the 


utilization of auxiliaries. 


average dentist will not increase the ex- 
pense incident to additional personnel 
unless it can be proved to him that such 
expansion is a sound investment.” The 
representative organizations which are 
concerned with the total function of the 
dental office need to work and study in 
close cooperation, not only at the national 
level but the local level as well, so that all 
members of the dental health team will 
understand the problems of practice and 
to make each component in the office 
aware of the duties, responsibilities and 
benefits that are his. Blackerby,!! in talk- 
ing before the American College of Den- 
tists, gave this challenge: 

1. The dental profession must accept 
full responsibility for the supervision and 
guidance of its auxiliary agencies. 

2. The dental profession must make 

full and effective use of its potential re- 
sources in the auxiliary services. 
3. The dental profession must pro- 
vide, through its schools, opportunities for 
adequate training on the professional 
level for its auxiliary personnel, and the 
schools must have additional support for 
the purpose. 

1. The dental profession must teach 


its own members to use auxiliary 
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aids intelligently, professionally and con- 
siderately. 

It is largely a matter of opinion 
whether we need to enlarge our dental 
school output in direct ratio to the ever- 
increasing population. Although the de- 
mand for dental service has been increas- 
ing by about 2 per cent each year, and 
Moen!” estimates that 47 per cent of the 
population visited the dentist during 
1958. the statistics show clearly that a 
great portion of any estimated demand 
for services in the near future can be 
handled in existing offices provided they 
are supported by the proper number of 
auxiliaries. Although it is true that the 
present dental treatment facilities would 
he overwhelmed if 75 per cent of the 
population were suddenly to demand 
dental care, it is also true that if all den- 
tal facilities were to be fully equipped 
with operative layout and a full dental 
team and the demand for services did not 
approach the estimated volume, there 
would be economic hardship and loss of 
morale in many dental offices. 


SUMMARY 


1. The capacity and_ efficiency of 
nearly all dental offices need to be con- 
stantly improved to meet the present de- 
mands for dental care. 


be assigned to auxiliaries, freeing the den- 
tist for more operative time, and these 
duties need constant expansion. 


2. Many nonprofessional duties can 


3. Employment of auxiliaries is _re- 
flected in a larger gross volume of den- 


tistry, a greater net income and an in- 
crease in the number of patients that can 


be treated. 


4. The relative importance of the 
various auxiliaries will vary according to 
the individual office, but in the average 
office, the best gain will be made by the 
employment of an initial dental assistant 
followed by the second dental assistant. 
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5. Expanded educationai facilities are 
necessary to handle both the initial train- 
ing and the continuing education pro- 
grams; in many instances, this will have 
to be a part of the office structure. 

6. Salary arrangements must be com- 
parable to those paid to like workers in 
competitive employment. 

7. Dentists, individually and collec- 
tively, must assume responsibility for 
knowing how and why the various 
auxiliaries can lend excellent support in 
dental care. 514 Ohio Building 
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EFFECT OF DENTAL HYGIENISTS AND DENTAL ASSISTANTS 
ON THE ECONOMICS AND MANAGEMENT 
OF THE DENTAL PRACTICE 


George Ward Glann,* D.D.S., M.S., Lowa City 


For one hundred years dental educators 
have had difficulty in predicting with 
accuracy the success of their graduates. 
Consideration of the technical ability and 
motivation has not provided enough data 
for predictions. Some factor has been 
missing. An examination of the 1956 
American Dental Association Survey of 
Dental Practice’ shows where high pro- 
ductivity and high income exists there 
is always an extensive use of employees. 
From this evidence it seems that a den- 
tist’s future could be predicted more ac- 
curately if his ability to use assistants 
could be included. 

To reduce this estimate to an alge- 
braic formula: 


Success = Technical Ability + Motivation + 
(Ability To Use Assistants)? 


After years of the finest professional 
training, the magnitude of the dentist's 


service to the public is dependent on 
auxiliary personnel. 

When a trained assistant leaves, the 
maximum service of the dentist is denied 
the public until a replacement is trained. 
Expediting the dental education of the 
new assistant benefits the public in addi- 
tion to bettering the income of both the 
assistant and the dentist. In spite of the 
increase in the production of dental serv- 
ice demonstrated by the use of assistants, 
the formality of hiring one or more fe- 
male employees does not guarantee auto- 
matic or magical results. The success of 
the venture is dependent on the amount 
of training concentrated on the indi- 
vidual hired, the suitability of the trainee, 
the adaptability of the dentist in becom- 
ing an administrative manager and his 
willingness to learn to delegate duties, 
as well as on his becoming a teamworker 
himself. 

There are times when the potential 
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of the employee goes unrealized because 
of a lack of delegation of authority. Dele- 
gation is less complex when the specific 
duties are organized with regard to the 
degree that the duties conform to pre- 
determined office policies and the amount 
of control desired by the dentist. Typical 
office situation: 

1. A routine dental appointment 

The assistant completes the duty and 
is controlled by the policy of the office 

2. The last available time on _ the 
emergency hour is assigned 

Depending on the amount of control 
desired by the dentist, this duty could 
be completed by the assistant, but, usual- 
ly, the dentist would like to be informed 
when it is done. 

3. The patient requests an appoint- 
ment at an odd hour, or desires to make 
financial arrangements that do not con- 
form to established policy 

Since neither procedure is covered by 
policy, the assistant could not complete 
the transactions, because, to do so, she 
would, in effect, be establishing policy. 
In these instances she would need to 
consult with her employer 

More of the daily energy and effort 
is converted to production in proportion 
to the number of problems that can be 
handled by predetermined decisions. One 
of the benefits that could come out of 
this conference would be to envision 
usual office problems with enough solu- 
tions that could be used intact or by slight 
modification by all dentists. 

There are indications that organized 
dentistry may need to do something about 
training assistants or run the risk of some 
other group taking the incentive to train, 
indoctrinate and control our labor sup- 
ply for us. The formation of special 
schools does not seem the most likely 
solution. The lack of population concen- 
tration and distribution of dentists make 
such an idea less of a universal solution 
A breakdown of the training require- 
ments offers a clue as to how the prob- 


lem could be aided. 


There are at least three divisions to 
the training of personnel: 

1. General operating room routines. 

2. General management and business 
office routines. 

3. Adaptation of the employee to the 
dentist’s individual preferences. 

The first two areas of training are not 
unique to any one dental office. For that 
reason the subject requirement is broad 
enough to be accomplished by movies. 
The medical profession is presently tak- 
ing advantage of this medium of educa- 
tion by such films as “Chain of Asepsis,” 
or “Pre-Operative and Post Operative 
Care.” 

Public relations and_ office routines 
have enjoyed considerable coverage in 
films now available: 


1. How to Remember Names and 


2. Everyday Courtesy 
By Jupiter 

t. Telephone Courtesy 

). Duties of a Secretary 

6. Office Etiquette 

7. As Others See Us 

8. The Secretary's Day 

Even the boss is not overlooked in the 
production of modern educational films 
for self-improvement. The dentist can 
enrich his background as an admin- 
istrator: 

1. Take a Letter Please 

2. Maintaining Good Working Con- 
ditions 

3. Maintaining Workers Interest 

+. Developing Leadership 


». The Boss Didn’t Say Good Morning 


All the films mentioned are available 
either for rental fees or payment of post- 
age from the Bureau of Audio-Visual 
Instruction at most universities. 

The third division of training, adapta- 
tion to individual preference, can be 
handled by easily made training manuals. 
For the chairside assistant the manuals 


have four parts: 
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Part one, “Setups.” The setup section 
is illustrated with enlarged pictures of 
the favored instruments to be laid out 
for specific operations as inlay prepara- 
tions, surgery and so on. 

Part two, “Cabinets.” The cabinet sec- 
tion has enlarged pictures of each drawer 
in the operating room cabinets. The pic- 
tures serve the dual purpose of locating 
the instruments for setup of operations 
as well as their return when sterilized. 

Part three, “Teamwork.” The team- 
work section pictures what instruments 
the assistant hands to the dentist and 
how to do it for his preferred operating 
technics. It also pictures the wrong and 
right way to receive a patient in the 
operating and reception room. 

Part four, “Office Policy.” This part 
covers patient relations, assignment of 
duties, responsibility, conduct, dress, 
lunch hours, coffee break, salary arrange- 
ments, sick leave and holidays. 

One of the busy dentist’s greatest frus- 
trations occurs when one of the assist- 
ants becomes sick. There are agencies in 
many cities that specialize in supplying 
housewives who want to work part time 
to supplement the family income. Con- 
verting one of these temporary workers 
to be useful immediately requires a good 
manual. With a well-organized manual, 
capable women have been orientated in 
one day to become useful in the oper- 
ating room. In addition to the manual, 
the other secret of a crash program is 
to teach at one time only the informa- 
tion that will be needed for the next 
day’s operations. 

In the absence of a system of formal 
nationwide educational schools for assist- 
ants, the dentist with some program of 
his own is in an advantageous competi- 
tive position. Without a program, a den- 
tist is forced to one of two alternatives. 
He can pay an untrained assistant for 
as little as she is worth during an ex- 
tended stumbling and learning period 
or he can pay her more than she is worth 
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until she becomes useful. The dentist 
with a program for training can acceler- 
ate the usefulness of the new employee 
so that she can soon be making more 
money for herself and the dentist. With 
the elimination of the long period of 
nonproduction or limited production, the 
dentist can offer a higher starting wage 
that is acceptable to a greater number 
of quality applicants. 


RATIO OF SALARIES 
TO GROSS INCOME 


Dentists who have practiced in depres- 
sion and inflation find difficulty in ad- 
justing their thinking to wage standards 
as the spiral increases. They are not alone 
in the confusion. Some of the account- 
ants and would-be advisers suggest that 
the salaries of all employees should not 
exceed 10 per cent of the gross. To 
determine if this idea falls within the 
realm of practicality, the 1956 American 
Dental Association Survey of Dental 
Practice’ may be used for reference. The 
dentist with four and a hali assistants 
has a net income almost four times 
greater than the dentist who works alone. 
To be more visual, it is as though he re- 
ceives the income from four lifetimes of 
practice. To apply the 10 per cent idea, 
the survey reveals a gross income of 
$62,000 dollars with four and one half 
assistants, or $6,200 to be split some way 
among the four and one half persons. 
The kind of assistants who help a den- 
tist produce this volume of dentistry can- 
not be hired for $113 a month. What, 
then, is a practical ratio of salaries to 
gross or net? It is certainly a problem that 
confronts every practicing dentist. It is 
obvious that this conference may not 
reach complete agreement on this matter, 
but it will be helpful to the profession 
if a ratio is developed that is more real- 
istic than some currently advised. 

In determining salary schedules there 
are two phases in an employee's career. 
The initial training period and the con- 
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tinuing period. If the initial period is 
treated separately, it is possible to estab- 
lish an incentive salary to motivate the 
training. The usual procedure is to divide 
the duties to be learned into groups. 
As soon as the assistant has learned a 
new group she receives a weekly raise. 
With weekly pay during the initial train- 
ing period, the rewards do not lag be- 
hind the effort. It is amazing how soon 
an on-the-job trainee becomes useful 
when challenged by “the faster you learn 
the faster you earn.” 

In the continuing period of training, 
bonuses and percentages have been used 
as “motivators.” During the past year’s 
recession, many dentists have considered 
the possibility of using percentages for a 
greater portion of the salary structure as 
a hedge against fluctuating income 

The wholehearted acceptance of this 
type of salary arrangement by the em- 
ployees will depend on (1) the discussion 
of its merit with the employees before 
attempting a change; (2) the maturity 
of the employees. 

Only the more mature individual is 
satisfied with longer-range objectives 
Jurgenson,? in interviewing several thou- 
sand workers learned that, as a group, 
women are not as interested in long- 
range benefits and advancements as men 
are. Instead, they are more concerned 
about the hours of employment, agree- 
ableness of the supervisor and co-workers 
and conditions which increase the pleas- 
antness of the work. 

The problem of what constitutes an 
equitable wage and what benefits should 
be provided puzzles most dentists. The 
survey nearest to a dental situation was 
covered by the United States Department 
of Labor in Salaries and Supplementary 
Benefits in Private Hospitals 1956-7.* The 
survey covered general duty nurses whose 
training and license requirements were 
only slightly in excess of those of the 
dental hygienist. The range was from 
$56.50 to $72 per week. The nursing aids 
and practical nurses have duties similar 


to dental chairside assistants, with salaries 
from $35 to $62 weekly. The switchboard- 
receptionists received $32 to $59 pei 
week. Hospital pay in the highest pay 
city exceeded by 200 per cent the income 
for professional workers in the lowest 
pay city. The income of nonprofessional 
workers differed by 100 per cent betweer 


the cities. 


HOURS OF WORK 
AND OVERTIME PAY 


4 40 hour week was the most usual. 
Some of the lowest pay areas had work 
weeks of 42 to 48 hours, and, in one 
city, it was common for all nonprofes- 
sional white collar workers to have a 50 
hour week. Overtime pay received al 
variety of treatments. Some allowed extra 
time off to compensate for extra duty. 
Some paid straight time, and others paid 
time and a half for extra hours. One 
city had a unique system of figuring over- 
time on a two-weeks’ basis. In othe 
words, overtime was considered any time 
in excess of 80 hours for the two week 


period. 


VACATIONS AND HOLIDAYS 


After one year’s service, all hospital em- 
ployees were given a vacation with pay 
with the exception of 1 per cent of the 
registered nurses in Philadelphia and | 
per cent of the technical employees in 
New York City. The usual paid vacation, 
when given, was two weeks. After ten 
years of service, a majority of the nurses 
became eligible for three paid weeks. 
It was customary for employees to re- 
ceive six paid holidays per year. How- 
ever, in two of the cities, one employee 
out of every five received no paid holi- 


days. 


INSURANCE AND PENSIONS 


Less than one third of the workers were 
protected by life insurance partially pro- 
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vided by the hospitals. For the profes- 
sional employees, a majority paid sick 
leave. Nonprofessional employees were 
less often covered by paid sick leave, with 
Chicago running better than 25 per eent 
with no such provisions. Hospitalization, 
surgical and medical benefits provided 
in part by some employers, proved to 
be the benefits offered by the fewest. 
Even in this day of almost universal cov- 
erage by either federal Old Age and Sur- 
vivors’ Insurance or private retirement 
plans, one city reported that 15 per cent 
of the hospital employees were not cov- 
ered by any type of retirement plan. 

Since the survey shows such lack of 
uniformity throughout the United States, 
it is believed that organized dentistry 
might help the individual dentist more 
if regional surveys of assistants’ salaries 
conducted and related to 
salaries of similarly employed individuals 
from the same region. 


were were 


ITYGIENIST VERSUS THE ASSISTANT 


A question often asked is “Which pro- 
duces a greater gain in production and 
income to the office, a chair assistant or 
a hygienist?” ‘There are so many variables 
in this problem that it is like asking a 
person to determine the mean without 
establishing a value for any of the 
numbers. 

Before a person could undertake such 
a problem, it would be necessary to ac- 
cumulate some data as to what type of 
chair assistant is being compared. Is she 
well-trained, efficient, pleasant to work 
with or, in the case of the hygienist, in 
addition to ability to do a “prophy,” can 
she carry her end of patient education? 
Does she contribute to the harmony of 
the office or does she disrupt the rest of 
the working team by her attitude of 
superiority ? 

Even the dentist adds to the variability 
in the problem. Why did he hire the 
hygienist? Was it to have her perform 
‘“prophys” while he busied himself with 
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dentistry requiring more skill and larger 
fees? Or did the dentist have in mind 
lightening his work load? In the latter 
instance, the hygienist can produce serv- 
ice and income even if the dentist rests 
his arches in the back room. By contrast, 
the chair assistant is dependent on the 
dentist working with her if her services 
are to remain valuable. 

To provide proper incentive for the 
assistant and hygienist so that their salary 
rewards retain some correlation to their 
contribution toward the team’s success, 
it would seem that a running graph of 
the amount of services produced would 
be of value. To maintain a proper per- 
spective it would be necessary to adjust 
the effect of items such as the addition 
of high speed equipment and income 
fluctuations from inflation or recession. 


STAFF CONFERENCES 


Regular staff conferences play an impor- 


tant role in morale as an organization 
increases in size. One of the examples of 
the rewards from conferences comes from 
a Midwest factory with a record of the 
greatest number of employee complaints. 
A survey team was called in to interview 
each employee as to what he felt should 
be corrected. Six months later when the 
plant was resurveyed, complaints were 
almost nonexistent. What improvements 
had been instituted to reduce complaints 
so drastically? Nothing concrete was 
done. The only explanation that could 
account for the difference in attitude was 
the fact that the ego of the employees 
was satisfied by their becoming impor- 
tant enough to be heard. Until that time 
communication had been a _ one-way 
street from the top down. 

Conferences should not be miscon- 
strued as being gripe sessions. They 
should be set up with an atmosphere of 
positive, constructive thinking with each 
member feeling that he has a part in im- 
proving the team’s success. 

As the dentist’s managerial obligations 


j 
: 
a 
is 
ae 
a: 
{ 
Fe: 
att. 


grow, the need for sharing experiences 
Dental 


groups can survey conferences and man- 


increases. societies study 
agement ideas that have proved accept- 


able. The that 
receive attention is exemplified by the 


type of idea needs to 
treatment of changes in policy. Manage- 
ment experts have learned that it is fatal 
to morale to change an office policy with- 
out prior discussions on reasons and ad- 
vantages for the change. Changes which 
without advance discus- 


are instigated 


sion are almost sure to meet with ob- 


jection. 
SELECTION 


The subject of interviewing and selection 
cannot be treated adequately in a short 
paper. Therefore, an attempt will be 
made to stress only generalities and use- 
ful references. 

The large number of companies sort- 
ing the available applicants with tests 
and interviews lessens the probability of 
a dentist selecting a good employee by 
mere chance. 

Interviewing is usually done by an 
agency or the dentist. A person does not 
become an expert at evaluation of inter- 
views without a great deal of study. 
The study does produce extra dividends 
for the dentist. Knowledge of and experi- 
ence in interviewing and evaluating ap- 
plicants also improve the dentist's judg- 
ment of patients. Securing a medical 
dental history is in reality an interview 
with the patient. As skill is improved, 
the dentist is less apt to misinterpret the 
patient’s desires as being a request for 
a minimum service, only to learn on com- 
pletion the patient demands the maxi- 
mum service. ; 

An inexperienced interviewer cannot 
compare with the employment inter- 
viewer who has a lifetime of education 
in the field. Dentists have made spectac- 
ular improvements in the caliber of their 
selections after devoting time to the prin- 
ciples involved. 


Factors contributing to self-improve- 
ment in the field are: 

1. Books especially written to point 
out the most common errors committed 
by the untrained interviewer.*:® 

2. Directed forms 
guides," 

The directed interview forms place 
special emphasis on the necessity for con- 
sidering favorably the positive attitudes 


interview and 


of applicants regarding job, education, 
social life and home life. 

One of the Iowa publishing companies 
found when the applicant possessed the 
ability to do the job and his attitudes 
in the four fields mentioned were posi- 
When the 
attitudes were negative, those people in- 
variably became the trouble makers and 
the poor producers. 

Determination of dexterity and the use 
of the problem solving type of educa- 
tional tests have proved helpful. 

The most frequent misconceptions and 


tive he would be a success. 


disappointments of a dentist starting his 
own testing program have been the tend- 
ency to become elated with the first ap- 
plicant who tests high above the group. 
At this moment the inexperienced teste1 
loses sight of the fact that excellence in 
only one quality does not make an assist- 
ant. He becomes temporarily blinded to 
other shortcomings of the applicant. It 
he learns that an assistant who 
to at least the minimum 
standards in all areas of ability, possesses 
enough maturity to have positive atti- 
tudes and has good motivations for work- 


is later 
measures up 


ing is the one who will contribute the 
most to making the office a happier place 


to serve the public. 


SUMMARY 


The amount of dental service provided 
the public by one dentist during his life- 
time is in direct proportion to how well 
he learns to work with assistants. His 
service is also affected by the qualities 
and training of his employees. 
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In addition, the effort of the employees 
is motivated or demoralized, depending 
on the administrative success or failure 
of the dentist. 725 Bradley 


*Graduate student, College of Dentistry, University of 
lowa; lecturer in practice administration. 

|. American Dental Association, Bureau of Economic 
Research and Statistics. The 1956 survey of dental prac- 
tice. Chicago, American Dental Association, 1957. 


C. E. What applicants look for in a 
Psychology 1:433, 1948. 
Department of Labor, Bureau of 
i benefits 
D.C. 


2. Jurgensen 
company. Personnel 
3. United States 
Labor Statistics. Salaries and supplementary 

n private hosp tals. Reprint 2256. Washington 
Government Printing Office, 1957. 

4. Bellows, R. M., and Estep, M. F. Employment 
psychology: the interview. New York, Rinehart & Co.., 
1954, 

5. Fear, R. A., and Jordan, B. Employee evaluation 
manual for interviewers. New York, Psychologica! 
Corporation, 1943. 

6. Wonderlic, E. F. 


interviewer's quide 
Northfield, Ill., 1942. 
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ISSUES INVOLVED IN MEETING THE COSTS OF DENTAL 
CARE AS A PART OF THE EMPLOYER-EMPLOYEE 
RELATIONSHIP: A MANAGEMENT ORIENTED VIEWPOINT 


John F. Abel,* M.A., Chicago 


The company with which I am asso- 
ciated, Towers, Perrin, Forster & Crosby, 
is a firm of actuaries and consultants on 
employee benefits. Now, most people 
have never heard of either. In somewhat 
oversimplified terms, an actuary is a man 
who finds out how long people live; on 
the basis of statistics and mathematics 
he predicts what one’s chances of living 

-or dying—are. He is the man—or 
woman—in the insurance company who 
determines how much a person pays for 
his life insurance. In our work, he is the 
man who tells companies how much 
money to put into their benefit plans. 
The way life expectancies have increased 
in the past 25 years, working with a firm 
of actuaries has become a pretty safe 
job-—-you’ll be dead yourself before any- 
one can prove the calculations and pre- 
dictions are wrong. 

But we’re not only actuaries. We are 
consultants. We like to think that means 
we provide expert advice to companies 
on employee benefits. Our business is to 
know principles and on the basis of those 
principles and experience to advise our 
clients on how to meet problems in pro- 
viding employee benefits. We are special- 
ists. We do nothing else. We do not rep- 
resent any insurance company or any 


Blue Cross organization; we do not rep- 
resent any bank or any other third party. 
We seek to supplement the staff of our 
client, to help him solve his problems 
in employee benefits. That explains pretty 
much what we do. 

When Dr. Friedrich asked me to dis- 
cuss, from the standpoint of manage- 
ment, the issues involved in meeting the 
cost of dental care as a part of the em- 
ployer-employee relationship — that is, 
what is management’s view on this ques- 
tion—I had to tell him that I could not 
really do that. Nothing is more contro- 
versial in business today than employer- 
employee relationships; in that highly 
controversial field there is no subject on 
which there is less agreement or una- 
nimity of viewpoint than the subject of 
employee benefits in general, much less 
dental care in particular. We cannot, 
therefore, claim to represent or set forth 
the views of management in general or 
of our clients in particular. We can, 
however, discuss the framework of em- 
ployee benefits within which dental care 
must be considered; we can tell you 
what has happened in the past and what 
we think about it; and we can tell you 
what we think will happen in the future. 
We can tell you how we think these 
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things will affect the question—financing 
the cost of dental care as a part of the 
employer-employee relationship. 


EMPLOYEE BENEFITS 


What about employee benefits? Before 


discussing dental care as an employee 
benefit, the question, what benefits are 
now provided as a part of the employer- 
employee relationship and why, will be 
discussed. An understanding of what em- 
ployee benefits are—and what they are 
not—is essential to the discussion if den- 
tal care is to become an employee bene- 
fit. Broadly speaking, most managements 
and most companies bring under the 
genus 
ularly known as “fringes” 
plans or practices. The pay check, nice 
working conditions, air conditioning, 
coffee breaks, bowling clubs, paid holi- 
days and, in some cases, even vacations 


“employee benefits’—-more pop- 


only certain 


are not generally considered ‘employee 
benefits” as such. Certainly they are part 
of the benefit of being an employee, but 
there is an essential difference between 
the type of thing usually 
“employee benefit.” Pay is 
Em- 


usually 


them and 
viewed as an 
excluded by arbitrary definition. 
ployee benefits, 
plans or practices which provide money 
instead 


however, are 


in addition to pay—sometimes, 
of money, they provide services that are 
worth money—when certain events occur 
in an employee’s personal life which di- 
rectly or indirectly affect his ability to 
do his work. What are some examples 
of employee benefits of this kind? 

Plans to provide income when em- 
ployees retire. 

Plans which provide cash in the event 
of a death of an employee. 

Profit-sharing plans—either of the cash 
payoff type or of the deferred payoff 
type. 

Thrift and savings plans and other 
bonus type plans. 

Plans which give income in the event 
of disability. 


Medical expense plans. 

It is characteristic of these plans 
these plans or practices we term “em- 
ployee benefits”’—that they replace pay 
(in whole or in part) usually when for 
some reason over which the employee has 
little or no control the pay check stops. 
The only area in which this is not com- 
pletely true is the area of medical ex- 
pense plans, and here it can be argued 
that these plans aim to keep the em- 
ployee’s net or spendable income level. 
Dental care does not usually interrupt 
income or usually involve catastrophic 
expenses. 

Basically then, employee benefits are 
a form of compensation aimed chiefly 
at continuing the pay check when it 
would otherwise stop. They exist either 
because management prefers to compen- 
sate employees in this manner rather 
than in cash and has been able to per- 
suade employees to accept this form of 
compensation; or they exist because em- 
ployees themselves prefer to receive their 
compensation in this manner rather than 
in cash and have been able to persuade 
management so to pay them. Usually 
they exist for both reasons at the same 
time. 

Why do companies have employee 
benefits? Why would management prefer 
to pay in this manner? A few of the rea- 
sons are as follows: 

1. Some benefits, like retirement bene- 
fits, are essential to the continued success 
of a business organization. They provide 
the only acceptable means of removing 
superannuated and ineffective employees 
whom it is too expensive to continue on 
the payroll. 

2. Other benefits like life insurance, 
disability income benefits and medical 
care benefits assist and improve the possi- 
bilities of business success—(a) by mak- 
ing employees more financially secure 
and thereby better workers; (b) by re- 
ducing absenteeism and turnover and 
thereby decreasing costs, and (c) by im- 
proving employee relations and morale. 
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3. Many companies believe that they 
should accept the responsibility of as- 
sisting employees to establish at least 
minimum protection against the financial 
hazards of superannuation, death or dis- 
ability. Experience shows that employees 
do not provide themselves with even 
minimum protection against such haz- 
ards, and unless the employer encourages 
it he may ultimately have to do so him- 
self. 

4. Present tax laws make it less ex- 
pensive for the company and much more 
favorable to the individual to receive a 
part of compensation in the form of 
certain employee benefits rather than in 
cash. For example, employees buy med- 
ical care services with after tax dollars. 
Medical care benefits in an employee 
benefit program are provided with before 
tax dollars—from the standpoint of the 
employee. The same dollar buys more 
when spent by the company. 

5. When individuals have acute per- 
sonal financial problems which come 
about from some source beyond their 
control, they turn to their employer for 
help. A definite program of benefits 
available to all assures uniform treatment 
under the same circumstances and elim- 
inates for management the problem of 
handling each situation of financial stress 
on an individual and necessarily subjec- 
tive basis. An employee benefit program, 
in short, enables an employer to put his 
charity account on a business basis. 

6. The employer must meet the bene- 
fits offered by his competition for em- 
ployees if he is to remain in business. 

7. Unions have demanded and _ se- 
cured benefit compensation rather than 
cash compensation for their members. 

Not the least of the reasons is the 
knowledge of management that em- 
ployees do not provide themselves ade- 
quate protection against certain financial 
hazards and that unless management 
exercises the leadership and provides the 
means, the public will turn to the gov- 
ernment for assistance. In other words, 
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for a variety of reasons in the changing 
economic picture in which business oper- 
ates, employee benefits play a definite 
and important role in compensating em- 
ployees; in attracting them to a company 
and in keeping them productively em- 
ployed. Providing for financing certain 
dental care costs within the employer- 
employee relationship would not do vio- 
lence to any of these principles. 

What about the employee? Why does 
he choose to receive a part of his pay 
in the form of benefits? Employee bene- 
fit plans are designed to meet his needs 
and his wants; many employees appre- 
ciate and desire the discipline of enforced 
savings involved in contributory em- 
ployee benefit programs. Employees know 
a good buy when they see one; group 
rates for death, disability and medical 
expense benefits plus lower taxes equal 
lower costs for the individual. The em- 
ployee’s dollars, if any, buy more too. 
Moreover, in many instances, it is only 
through the group purchase of security 
that the employee can get the protection 
that he desires: comparable benefits are 
simply unavailable. The employee, then, 
has assured protection—a measure of 
financial security—something all humans 
strive toward; he has it on a uniform 
basis; he knows that he will receive bene- 
fits in the event he needs them—as a 
right rather than as charity. There are, 
of course, always complaints from em- 
ployees about their benefit programs. The 
one suggestion or complaint we never 
hear, however, is that they be abolished 
or curtailed. 


HEALTH EXPENSE BENEFITS 


So much for employee benefits in gen- 
eral. What about health expense benefits 
in particular? What about the so-called 
medical care plans which touch most 
closely to dentistry? 

In considering the financing of dental 
care as a part of the employer-employee 
relationship, management will be influ- 


3 
4 
de | 
Z 
: 
= 
ae 
a 


68/54 « THE JOURNAL C 


enced by what occurred in the evolution 
of present day health expense plans. That 
history should certainly guide the dental 
profession in development of _ policy. 
Plans to assist employees in meeting the 
cost of certain medical care in our in- 
dustrial society are not as new as many 
think. Of course, the widespread growth 
and acceptance of these plans by the 
public and by employees in general is 
something new, but nearly a hundred 
years ago many of the railroad companies 
in the United States established facilities 
to help their employees either receive 
medical care directly or meet the costs 
of such care. In the early part of the 
twentieth century, and up to the mid 


thirties, most large companies encouraged 
the establishment of mutual benefit asso- 
ciations among their employees and pro- 


vided facilities for the administration and 
direction of such associations. These asso- 
ciations often offered employees con- 
tinuation of wages while unable to work 
as a result of accident or illness; in some 
cases, they provided for modest lump 
sum death benefits; they almost always 
provided benefits to meet some of the 
costs of serious illness. 

The first really widespread health ex- 
pense plans in the United States arose 
out of a “cost” problem for hospitals and 
individuals. In the 1930’s hospital con- 
finement usually occurred only when an 
individual was very seriously ill or in- 
jured and when, therefore, the bills were 
substantial. Because of the economic con- 
ditions prevailing in the thirties, many 
of these bills simply were not paid. In 
self-protection, and certainly for the good 
of the community, hospitals banded to- 
gether—first in Texas—and worked out 
a voluntary plan for getting their bills 
paid. The plan was, of course, the Blue 
Cross, which to this day regards itself 
as “an arm of the hospital.” Essentially, 
but subject to regional differences, Blue 
Cross paid the full costs of ward or semi- 
private hospital confinement, including 
most hospital services, for 30 or more 


days. Most people, then, who had Blue 
Cross had their hospital bills paid in 
full. And because the public feared the 
catastrophe of hospitalization and_be- 
the Blue Cross was an efficient 
and relatively economic means of budget- 
ing hospital costs, Blue Cross plans spread 
across the nation with amazing rapidity. 
And medical doctors—who spend more 
than a little time in hospitals—followed 
this example through Blue Shield and 
offered coverage first against the cata- 
strophic expenses of surgery and, later, 
encouraged by success, against certain 
other medical services such as calls in 
the hospital. 


cause 


It is extremely important to realize 
and to notice that in these first stages of 
the evolution of so-called medical care 
plans, the plans were a means of assist- 
ing hospitals and surgeons in getting 
payment for most of their bills. They were 
secondarily a means of assisting em- 
ployees to budget the costs of hospital 
and surgical expenses which resulted in 
a much greater financial hardship in the 
thirties than now. In summary, these 
plans were primarily collection agencies 
for hospitals and physicians. Perhaps the 
most important manifestation of this fact 
is the discount extended Blue Cross by 
the hospitals in payment of their bills. 
These plans were designed to cover hos- 
pital bills at a time when such services 
were usually, if not always, catastrophic 
to the individual himself. After the pio- 
neering and successful efforts of the Blue 
Cross, the insurance companies entered 
the picture. For many years—until very 
recently—they offered substantially the 
same type of service to the public and 
played the role more of the collection 
or budgeting agent than of the insurer. 

It was quite logical that these plans 
should have entered the employer-em- 
ployee relationship when for years the 
imperfect mutual benefit associations had 
been common among larger companies 
and when Blue Cross—because of its dis- 
count—could buy hospital care cheaper 
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than the individual himself. Employers 
encouraged employees to sign up for it 
and for Blue Shield. They supported such 
plans and again lent their facilities— 
payroll deduction, on-the-job enrollment 
and so on—for them, as they had for the 
mutual benefit associations. Why? For 
the first time a vehicle was available 
to enable them to get sound protection 
and assistance for their employees in 
what were then critical financial areas. 
For the first time a means was available. 
Then, in the late thirties and early forties, 
as present tax laws evolved, as it be- 
came impossible to give cash wage in- 
creases to employees because of wage 
stabilization regulations, as unions and 
employees came to realize that the em- 
ployer dollar bought more medical care 
than the after-tax employee dollar, as the 
demands throughout the country for 
some form of national health insurance 
or socialized medicine spread, employers 
found themselves anxious to encourage 
voluntary plans of health insurance on 
the part of private enterprise to meet the 
problems of financing medical care and 
solve other basic problems. 

Logical or not, that is the way the 
species evolved. The plans that were de- 
veloped in the 1930’s as a means of col- 
lecting hospital bills set the pattern for 
employer sponsored medical care plans 
for their employees. There was no other 
means available. And this pattern re- 
mained basically unchanged during the 
rapid expansion of these plans during the 
forties. 

But the pattern was about the only 
thing that did remain the same. Times 
changed. Medical practice changed. And, 
perhaps most importantly, the employee’s 
ability to pay for medical care changed. 
People started to go to the hospital, not 
just when death threatened, but for rou- 
tine treatment of minor illness, even for 
diagnosis. Plans which came into being 
to cover catastrophic or near-catastrophic 
occurrences began to pay more and more 
for routine medical care—and because of 


advances in medical science and rising 
costs, less and less for catastrophic ex- 
penses. One large company found that 
more than 25 per cent of its claims were 
for $25 or less. 

Naturally, the costs of such plans 
soared. And, as more and more employers 
—voluntarily or involuntarily—assumed 
the costs, and as those costs rose, man- 
agement and employees became more 
and more concerned about where the 
money was going and what kind of ex- 
penses were covered. In the past few 
years management and those who pro- 
vide medical services began to re-examine 
their real objectives in providing protec- 
tion against the costs of medical care 
as an employee benefit. That re-exami- 
nation is still going on—right now. It will 
be applied to any dental care plans that 
are developed. More and more companies 
are coming to a realization that their 
present plans are determining their phil- 
osophy in benefits, not implementing it. 
They have found a number of important 
weaknesses. Whole areas of medical ex- 
penses are not covered at all—dentistry, 
which is certainly a medical expense, is 
perhaps an outstanding example. The 
plans that employers are paying for con- 
tain such contradictions as full payment 
of a $25 or $50 hospital bill for a ton- 
sillectomy and no payment whatsoever 
for the cardiac at home with round-the- 
clock nurses and bills in the hundreds, 
even in the thousands of dollars. As the 
costs under these plans mount and as 
the company’s investment soars, it has 
become apparent that the plans put a 
premium on the use of expensive facil- 
ities. For example, they pay on the one 
hand the full cost of diagnostic roent- 
genograms and laboratory fees during a 
hospital confinement which may run to- 
day as high as $200 to $300. On the 
other hand, they make no payment at 
all if the same tests on the same indi- 
vidual are run by the same doctor in an 
outside laboratory. In addition to ex- 
cluding large areas of obviously impor- 
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tant medical expenses, in addition to 
placing arbitrary limits on the nature 
of expenses covered and the amount paid, 
employers, and I believe the public at 
large, have come to realize that it is 
increasingly expensive to pay ihe small 
claims—to use the expensive mechanism 
of group purchase or insurance to cover 
the $5 and $10 bill. It costs almost as 
much to pay such bills as the bill itself. 

There are other problems, too. The 
agonizing problem of duplication of cov- 
erage as plans mushroom across the 
country and as employers establish, in 
bargaining or voluntarily, programs to 
benefit their employees and their de- 
pendents. The situation has developed, 
which is very common today, in which 
it is profitable for employees to stay in 
the hospital, profitable for them to use 
medical services. 

It is not surprising that in view of the 
soaring costs of the traditional type of 
medical care plan, control of costs has 
become a major issue. It is probably one 
of the most important problems we dis- 
cuss with our clients today. I do not 
mean to deprecate the good that has 
been done by the existing types of bene- 
fit plans available to provide help to 
meet certain medical expenses. The good 
is inestimable, and it is not at all sur- 
prising that plans which were designed 
for one purpose—the collection of hos- 
pital and surgeon’s bills—can do that 
job extremely well and yet break down 
when a new and wider purpose is de- 
manded of them. It is not surprising that 
plans designed to help against the cata- 
strophic costs of a generation ago be- 
come expensive to administer when in- 
flation and continued prosperity have 
made a $25 to $50 hospital bill no longer 
a catastrophic expense. To revert a mo- 
ment to the metaphor of evolution, one 
does not blame prehistoric man for his 
long fingernails. He needed them. With- 
out them we wouldn’t be here. 

Today, and certainly thanks in large 
part to the successes of the initial medical 
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care plans, going to a hospital is no 
longer regarded as a catastrophe. The 
level or quality of medical care rendered 
in and out of hospitals has never been 
higher. Management is spending millions 
and millions of dollars to assist employees 
in meeting the costs of an increasingly 
higher level of medical care. Since man- 
agement is in business, however, and 
since management is making an enor- 
mous investment in the health of its 
employees and of the nation as a whole, 
it is asking for plans which are consistent 
with a responsible business purpose and 
meaningful social philosophy. 

Therefore management today—more 
than ever (and perhaps for the first time 
in many instances) aware of its own 
objectives in making an employee bene- 
fit of health expenses—is interested in 
providing help with the costs of medical 
care through plans which are (1) broad 
in scope: plans that cover bills inside 
and outside of the hospitals; (2) mean- 
ingful to the individual in financial dis- 
tress because of illness, and (3) reason- 
ably stable in their costs. 

There are a large number of such plans 
in existence. Perhaps the most publicized 
is that of the General Electric Company, 
but hundreds of similar plans have been 
instituted. Basically they cover all or most 
reasonable and necessary medical care 
services and supplies ordered by a phy- 
sician for the care and treatment of a 
nonoccupational illness or injury. They 
provide for protection against medical 
expenses both in and out of the hospital. 
They do not cover the small bills but 
have a deductible, frequently $50 per 
person, though there is much variety and 
experimentation in this feature. They pay 
up to $5,000, $10,000, even $15,000 per 
person. Most of them have done away 
with fee schedules: they pay 75 per cent 
or 80 per cent of the bill—hospital, phy- 
sician or nurse—whatever the bill is, 
provided it is reasonable and customary. 
They leave the matter of determining 
what is reasonable and customary to re- 
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sponsible cooperation between the em- 
ployer, the underwriter, the hospitals 
and the grievance societies of the medical 
profession. The results have thus far been 
very encouraging. But there are still 
many problems to solve. 

The majority of plans for salaried em- 
ployees of major companies today em- 
brace some of these principles, Some con- 
tinue the basic features of the collection 
agency plan and add to them the broader 
coverage, deductibles and so on that all 
appear to desire. Many plans for hourly 
employees are of this type. In the evo- 
lution of a species, hybrid forms are in- 
evitable. Perfection is never attained. 

These principles underlie the major 
trend in health expense benefits among 
employers today and certainly would 
affect dental benefits provided in the 
employer-employee relationship. There 
are, of course, exceptions and objectors. 
There are a few companies who prefer 
to pay the small bills, who take the atti- 
tude that the plan is established to im- 
prove employee relations and more peo- 
ple have small bills than big ones. Almost 
universally, the union philosophy in the 
medical care area is opposed to these 
principles I have enunciated. Unions 
would like to see all medical care costs— 
big and small—covered in full. 

Where would dental care fit into this 
picture? In the past, dental care was 
excluded from most Blue Shield plans 
and from insurance company underwrit- 
ten surgical plans unless performed in a 
hospital. Why? There can be no question 
that dental service is a medical expense. 
Even the Internal Revenue Service rec- 
ognizes that. Moreover, all of the ad- 
vantages of medical care plans to man- 
agement and to employees would apply 
to dental care plans. But there were no 
dental care plans available; there was no 
vehicle. Undoubtedly the three main rea- 
sons for the exclusion of dental care 
from existing plans were: 

1. That it did not involve a cata- 
strophic expense, and it was not rendered 


in the hospital. You will note that under 
traditional plans hospitals were able to 
get practically every other service ren- 
dered within their walls covered under 
hospitalization plans. 


2. That the insurance industry devel- 
oped its initial plans in imitation of Blue 
Cross and Blue Shield and not primarily 
to solve needs or offer insurance as such. 
All insurance authorities are pretty much 
agreed that there has been little insur- 
ance in the medical care plans under- 
written before the most recent develop- 
ments. Perhaps the outstanding example 
of how little insurance was involved in 
the traditional plan was the fact that 
both Blue Shield and insurance company 
plans offer coverage for the expenses in- 
volved in doctors’ calls at home and in 
the office—$3 and bills—seldom 
amounting to any significant expense 
item. 


3. That, perhaps most important, 
there are real problems involved in offer- 
ing true protection with control of costs 
against a hazard which in most cases is 
regular, reasonably predictable in groups 
and so subject to the control of the in- 
dividual involved. 

And that last reason brings up a fun- 
damental issue. When we are talking 
about the financing of dental care as a 
part of the employer-employee relation- 
ship, we must distinguish between 
whether we are talking about a budgetary 
or prepayment device—a collection de- 
vice if you will—to meet the costs of 
routine dental care, or whether we are 
talking about the use of the employer- 
employee relationship to assist employees 
in meeting the cost of dental care in 
excess of routine care. Let me make my- 
self clear. There is no objection to 
budgetary arrangements or collection 
agencies, as such, in management. As a 
patriotic service, almost all employers al- 
low employees to budget the purchase of 
U. S. savings bonds. The point is that 
the problems involved in the financing 
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of dental care as a part of the employer- 
employee relationship will be different if 
we are talking about the budgetary need 
or if we are talking about something 
else. 

Out of its experience with medical care 
plans over the past 25 years, manage- 
ment is developing a philosophy, how- 
ever vague and limited in its applica- 
tion, as to what its responsibility, its 
interest and its objectives are in providing 
medical care. This philosophy I have 
just described. A plan to provide dental 
care, to be acceptable to management, 
will have to fit into that philosophy. It 
will have to embody at least some of 
the characteristics I have already out- 
lined. 

What would such a plan be like? It 
might have a deductible of $50 per per- 
son—or $100—to exclude routine care 
which the employee can afford to pay 
for himself. No one needs to use group 
purchase—or the employer-employee re- 
lationship—for grease jobs on his car—or 
even for spring tune-ups. Management 
would want to offer help only when it 
is needed and to encourage the em- 
ployee to have routine care by assuring 
him that help would be available if the 
bills get too big. By definition, perhaps, 
routine services, like cleanings, would 
be excluded. An alternative would be to 
establish one deductible for initial care 
another for continuing maintenance care. 

The plan would probably have no fee 
schedules. They have not worked well 
in other areas of employee benefits—es- 
pecially when the fees are set by those 
who receive the payments. Instead, it 
would pay, let’s say, 65 per cent of the 
dentist’s charges, up to $1,000 or $2,000 
in a year. 

Such a plan might work. Defining the 
proper deductible to eliminate the small 
charges the individual should pay for 
himself and determining how much the 
plan pays will call for imagination and 
ingenuity. It would call for help and 
advice from the dental profession. 


DENTAL ASSOCIATION 


On the other hand, perhaps dental 
care could be provided best as a part of 
the employer-employee relationship if 
combined with the existing medical cov- 
erages and limited to the more cata- 
strophic types of expense. Few companies 
would not want to cover acute medical 
and surgical procedures involving the 
oral tissues right now. Managements have 
no preference between physicians and 
dentists: I am sure few could see any 
logical basis for paying part of the costs 
of surgery on diseased tissues on the 
arms and legs and not paying them 
when the affected area is the mouth. I 
think most would feel the same about 
other catastrophic dental problems. Many 
would probably be willing to include 
medically required restorative care for 
adults—including dentures—if it is neces- 
sary as a health expense. 

Either approach would probably re- 
ceive management acceptance in prin- 
ciple today. Perhaps, however, manage- 
ment should not be as directly influenced 
by what has happened in the history of 
health insurance as such. Perhaps a new 
approach—which, however, could answer 
the objections that management would 
raise because of its experience with health 
insurance—is what is needed. Perhaps 
we should have full care for children— 
a flat sum or a given series of services 
and procedures—without deductibles and 
co-insurance as preventive care, and en- 
tirely different benefits for adults. This 
is something the dental profession can 
tell us. 

The experience of employers in deal- 
ing with medical care plans will dis- 
courage them from adopting a plan 
which provides full coverage for small 
charges or routine services for anyone. 
Such charges have just become too ex- 
pensive to administer—too subject to 
overuse and lack of cost control—to com- 
mand the enthusiasm of management. 
Budgetary mechanisms of course have an 
important role to perform in society— 
perhaps also in the employer-employee 
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relationship. The point is that manage- 
ment is just like anyone else: once burned, 
twice shy. 

These remarks are not intended to 
mean that plans providing routine den- 
tal protection—coverage for small bills 
—will necessarily be unsuccessful in the 
employer-employee relationship. If the 
public—that is, employees—decide they 
want to receive their pay in that fashion, 
employers will doubtless pay them in the 
way they want to be paid. This would 
mean that both are willing to pay, in 
addition to the cost of the dental care 
itself, the high administrative expenses 
of the budgetary mechanism, whatever 
it happens to be. In order to succeed, 
such charges must of course compete 
with the charges of other budgetary serv- 
ices already available in the community 
—with the charges of commercial banks, 
with the charges of the employee credit 
unions. Or, if they compete on that basis, 
they must offer sufficient additional pro- 
tection for their charges to make the 
plan attractive. To date, there does not 
appear to have been an interest among 
a large enough number of employed per- 
sons to result in any demands on em- 
ployers for such a mechanism. Either 
dentists have not been having collection 
problems such as the hospitals and phy- 
sicians had—which I doubt—or the 
banks and other agencies in the commun- 
ity have developed means to satisfy the 
budgeting problems which have thus far 
satisfied the public. 

Management wants—and needs — 
plans for health expense, including den- 
tal care, that are reasonably stable in 
costs. This feature is the one receiving 
the most attention today in existing 
plans: it underlies the objectives I have 
been describing. The costs of traditional 
plans have doubled—quadrupled in some 
instances—in recent years. The only way 
these costs can be controlled is for a 
closer cooperation between all the par- 
ties involved—the hospital people, the 
medical people, dentists, if their services 


are involved, the underwriters of present 
day plans, and the public. All must 
work together much more closely than 
they have in the past. Management does 
not want to tell professional people what 
to charge; it doesn’t want the govern- 
ment to do so either. But unless the costs 
of medical expense plans can be brought 
more under control, there is a real danger 
that much medical service will be pro- 
vided by salaried employees in company 
or union or government sponsored clinics. 
This problem of mutual responsibility 
in controlling costs—this need for co- 
operation of all concerned—would cer- 
tainly be important in any kind of plan 
to finance the costs of dental care as a 
part of the employer-employee relation- 
ship. Unless these problems are worked 
out—in medicine and in dentistry, if it 
enters the employer-employee relationship 
—the private practice of these professions 
will be seriously affected. 


HEALTH CARE PLANS IN THE FUTURE 


I have tried to cover what has happened 
and what is happening in the field of 
employee benefits which touches most 
closely on the issues being discussed in 
this symposium. I have tried to explain 
what I think management will think of 
financing the costs of dental care as a 
part of the employer-employee relation- 
ship in industry or in government and 
why management will think that way. 
I cannot give answers to the problems 
I have raised: the answers can only come 
out of group discussions such as this sym- 
posium and then they must be tested in 
the crucible of experience. 

I shall tell you what I think is going 
to happen. In the future, medical care 
plans will cover more and more of the 
services performed by dentists. As greater 
benefits are provided for more and more 
services outside of the hospital—and we 
now have plans providing for reimburse- 
ment of the costs of drugs from the corner 
drug store—it is inevitable that the more 
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severe cases of dental disease will also 
be covered. I believe that management 
will resist the inclusion of routine care 
as a part of the benefit program arising 
out of the employer-employee relation- 
ship. It will do so because of its experi- 
ences in providing hospital-surgical-med- 
ical benefits ; in those experiences it found 
that providing routine care was unsound 
from a cost standpoint, uneconomic from 
an efficiency standpoint and_ probably 
undesirable from a political and social 
standpoint. This is not to say, however, 
that if plans providing such care are 
developed and are offered to the public 
and that if employees demonstrate a de- 
sire to receive their pay in this mannet 
as they very well may do because of cur- 
rent trends toward mass budgeting and 
because of tax advantages to them—this 
is not to say that in that event employers 
will not cover them. 

I think in the future, as in the past, 
union leadership will continue to demand 
from employers the full subsidization of 
all personal health expenses—therapeu- 
tic and preventive. They will continue to 
make these demands not only on employ- 
ers but on the government, for their 
members and all citizens, and on the 
dental profession, through plans such as 
those offered by some of the dental serv- 
ice corporations and others that may be 
developed. Ultimately they will demand 
such service through the institution of 
closed panel health facilities operated 
under their control. 

I am: impressed by the purpose of 
this symposium. I am sure our clients 
and management in general—appreciate 
deeply the chance to have a place in the 
considerations of these issues by the den- 
tal profession. There was far too little 
cooperation among the parties involved 
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during the development of existing medi- 
cal care plans, and this is a problem we 
are all now working hard to overcome. 
In this instance, the initiative was taken 
by the dental profession. The profession 
and the American Dental Association 
deserve much credit for that. And I am 
sure that management will return the 
compliment and will be happy to work 
with the profession in further exploration 
of this mutual interest. 

I cannot pretend to know how health 
care—including dental care—will be fi- 
nanced in the indefinite future. I do 
know that all parties concerned with 
financing health care must be sensitive 
to the inadequacies and shortcomings of 
existing programs and should make every 
effort to correct them. I do know that 
despite the fact that many of us would 
prefer to handle our own budgeting, 
there are millions of individuals who 
would prefer to have someone else handle 
it for them. I do know that if dental care 
is offered to the public as a part of gov- 
ernment-sponsored plans, it will certainly 
have a tremendous impact on private 
employer-sponsored plans. I do know 
that if the public wants something, it 
usually gets it, whether all parties agree 
or not. I would, therefore, urge upon 
the dental profession that it work closely 
with employers, with unions, with the 
insurance industry, and with the dental 
society sponsored plans so as to adopt 
policies and programs to fill the needs of 
the public on a voluntary and free basis. 
I feel confident that out of such coopera- 
tion, positive programs can be developed 
which will benefit all of the parties con- 
cerned. 38 South Dearborn Street 
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THE ROLE OF DENTAL SOCIETY SPONSORED PLANS IN 
ADMINISTERING GROUP PURCHASE OF DENTAL CARE 


G. T. Chuljian,* D.M.D., Port Townsend, Wash. 


Until the Second World War the prac- 
tice of dentistry in this country was little 
affected by changing times and dentists 
practiced as they had always done in the 
past. Beginning with the war, many socio- 
economic trends began which affected 
the health professions. The tremendous 
growth of labor weifare funds occurred 
in the last decade and has had a great 
impact on the practice of medicine. 
Labor’s spokesmen indicate that they 
want comprehensive health care for 


members and their dependents. 

The factors which caused changes in 
other health professions are beginning to 
“spill over” into the dental field. Dental 
care—essential to and a part of com- 
prehensive health care—is the newest 


service being demanded by labor. The 


successful meeting of such needs, while 
fulfilling professional requirements of 
high quality care, has necessitated the 
development of professionally controlled 
programs and organizations which can 
direct the needs and demands of groups 
for most effective utilization of existing 
facilities, that is, private practice. Dental 
service corporations have now operated 
long enough to have shown their poten- 
tial value in protecting and promoting 
the integrity and individuality of the 
private dentist while successfully satisfy- 
ing the needs of third parties. 

What is the role of the dental society 
sponsored plan in administering group 
purchase of dental care? Simply stated, 
the role is no different than the obliga- 
tion of the profession to any individual 
or individuals it serves. As the Principles 
of Ethics of the American Dental Asso- 
ciation so clearly states, “The dentist 
must give fully of his skills, knowledge, 
and experience to those who need his 
care, and must assume the leadership 
in attempting to improve the dental 


health of the public.” The responsibility 
of the dentist and his society is unchanged 
even though the individual served may 
be identified with a purchasing group 
or third party. There is no change in the 
method of providing care, for the dental 
society sponsored plan fully uses all 
ethical private office dental sources in 
taking care of group needs. 

Granted that our basic professional 
responsibility is unchanged regardless of 
whom we serve; what changes take place 
in the practice and procedures of a den- 
tist who serves members of a group? Why 
is a dental society sponsored plan needed? 

In the traditional procedure the den- 
tist deals with his patients on an indi- 
vidually responsible basis. The patient 
chooses a dentist, receives a diagnosis, 
and, if he accepts it, pays the dentist for 
work done. Today, as in the foreseeable 
future, the private individual remains 
the great bulwark of private dental prac- 
tice, but a new trend is appearing. Num- 
bers of individuals are seeking the means 
of obtaining dental care on a group pur- 
chase basis. Most notable of these are 
labor-employee groups which, through 
the mechanism of employer-employee 
negotiated welfare funds and other 
sources, have, in the past decade, had a 
tremendous impact on the financing of 
all kinds of health care. Having spent 
many billions of dollars for comprehen- 
sive hospital, surgical and medical bene- 
fits, they are slowly becoming desirous 
of obtaining that care without which 
health care cannot be considered truly 
complete: dental care. 

Unlike care given the individual pa- 
tient who is not in a group, services for 
members of such groups require exten- 
sive beforehand agreements on a wide 
variety of matters. Included would be 
the amount and type of services, excep- 
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tions or exclusions of services, the use of 
@eductibles or coinsurance, premium lev- 
els, fee schedules, method of utilization 
and many other items. Very few indi- 
vidual dentists can undertake such a task 
by themselves. 

Formerly organized professional so- 
cieties left to the individual dentist the 
task of deciding how to handle all details 
of the relationship between himself and 
his patient. Today, unless dentists band 
together through society sponsored plans 
and explore means of meeting the needs 
of groups wishing dental care, private 
practice may find itself in grave danger 
of losing the opportunity of giving serv- 
ice to important segments of the popula- 
tion. 

Previously the dentist attracted patients 
to himself by way of his skill, facilities, 
considerateness and personal attention to 
their needs; and, through various referral 
means, obtained additional patients. 
These procedures are still basic to build- 
ing a practice, but the increase in groups 
seeking dental services can in some areas 
definitely limit the reservoir from which 
patients may be available to a dentist. 
This situation is because the members 
of a group do not have the power to 
spend their welfare benefit funds as they 
wish, or where they wish. The admin- 
istrators of the group assume this func- 
tion. The end result to the dentist is 
that he may lose present patients or not 
have as free access to sources of new 
patients as he formerly did, because he 
will not be in a position to negotiate with 
the purchasers of dental care. 

Where such is happening or is apt to 
occur, it would seem very urgent that 
dental societies enter the picture and or- 
ganize a method of meeting group needs 
and of assuring the benefits of an un- 
limited and wide choice of ethical dentists 
for their care. They will also be protecting 
the dentist from the hazard of attempting 
to deal with the group directly, thus 
affecting his ethics, and allowing the 
group to have economic power over him 


by tending to direct members of the 
group to those dentists who will work 
for their rules or regulations. Since this 
could result in a poor quality of care to 
the individuals being served, professional 
action could protect all parties concerned. 

In some states the professional action 
to meet such obligations to both dentist 
and patient has been met experimentally 
by the formation of nonprofit dental 
service corporations. I am most familiar 
with the Washington State Dental Serv- 
ice Corporation (WSDSC) and so will 
make frequent referral to it or draw 
from its experience in this paper.? 

The WSDSC was organized in 1954 
on a basic premise that it would seek 
to serve, promote and fully utilize the 
ethical practitioners’ skills and facilities 
while meeting group needs. It exists to 
protect and preserve, insofar as is pos- 
sible, the present private practice of den- 
tistry with free choice of dentist for the 
patient and to guard both the individual 
dentist and his patient against any forces 
that might interfere with the rendering 
of high quality care. 

Group purchase of dental services gen- 
erally interposes two additional parties 
between the dentist and his patient: one 
purchasing the care, and the other con- 
tracting to furnish it. The least disrup- 
tion of normal patient-dentist relation- 
ship occurs if the contracting party rep- 
resents a professionally sponsored plan. 
Four years of actual experience in the 
state of Washington with a comprehen- 
sive children’s prepayment program has 
shown that there is practically no change 
in customary office or patient procedures, 
and both parties have been highly satis- 
fied with its operation. 

There are many matchless advantages 
that can be cited to groups interested in 
using a dental service corporation to 
furnish care. The use of an open panel 
which allows the free choice of dentists 
over a wide geographic area is a great 
convenience to patients and in nearly 
every instance will permit them to con- 
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tinue receiving care from their present 
dentist. Administration of the program 
by members of the profession will assure 
the rendering of high quality care and 
will give proper emphasis to those as- 
pects of treatment that are preventive 
and most suitable for the over-all needs 
of the group. 

In 1956 the WSDSC assumed com- 
plete administrative control of the dental 
care portion of the state welfare program 
covering a possible 120,000 people. With- 
in two years, through professional direc- 
tion, a previous emphasis on dentures, 
which had allocated two thirds of every 
welfare dental dollar for that service and 
left almost nothing for children’s care 
under the program, had been redirected 
to allow equal distribution of funds for 
both services, thus saving many children’s 
teeth and ultimately saving the state 
from the higher expense associated with 
dental neglect. This is an excellent ex- 
ample of the benefits to those covered 
under such a program when professional 
direction is available and given. 

Another example of the benefits of a 
professionally managed program would 
be its ability to stress to an adult group 
the need and advantage of assigning an 
adequate part of the dental care dollar 
for periodontal procedures. This would 
permit participating dentists to give a 
preventive treatment of a value which 
normally might be resisted by the aver- 
age patient because of cost or lack of 
understanding, but now would be more 
easily accepted because it was an integral 
part of the program. Eventually, besides 
giving better dental health to patients, 
it would also save them money. 

Limited experience indicates that 
groups are anxious to be certain that 
they are receiving adequate care for the 
funds they expend. A dental service cor- 
poration can, if it wishes, assure sub- 
scribing groups of this through quality 
control procedures. This requires the use 
of screening or consulting dentists to 
make random checks on work performed. 


This screening is in no sense a critical 
evaluation of individual technics. Despite 
some understandable fears on institut- 
ing such a tradition-breaking procedure, 
there have been almost no objections 
voiced by participating dentists of the 
WSDSC. There have been few adverse 
screening reports and these usually are 
due to errors in charting. It may come 
as a surprise to learn that this has been 
one of the most uneventful features of 
the program of the WSDSC;; yet it has 
allowed the WSDSC to give a service 
that is almost unique in this type of 
program. 

It should be noted that a well run 
nonprofit dental service corporation can 
give its subscribers the advantage of hav- 
ing the greatest part of their funds avail- 
able for actual treatment. This is because 
everything is used to pay for dental care, 
except a small administrative cost. 

If experience in Washington is any 
indication, there will be dentists who 
will voice objections to the existence and 
operation of a dental service corporation. 
To some extent, nearly all objections 
have some validity. Every dentist, and 
this would include the officers and trus- 
tees of all service corporations, would 
prefer to continue giving care to his 
patients as in the past. No dentist likes 
the thought of an outside organization— 
even if it is professionally controlled 
—having a voice in his dealing with a 
patient. In evaluating all objections it 
is always necessary to consider alterna- 
tives if a professionally sponsored pro- 
gram does not exist. I believe, that seen 
in this relative viewpoint, a dental service 
corporation—or something just like it— 
is the only group dental care activity 
which fundamentally concerns itself with 
the survival of the private dentist as well 
as being primarily interested in the health 
of his patient. There are many avenues 
open to groups seeking dental care—all 
of which is actually rendered by the 
dentist—but only when such care is pro- 
vided by a professionally directed plan 
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can the dentists’ future be protected. 
The fear is occasionally voiced that 
a dental service corporation might “es- 
cape” from control of the dental soci- 
ety, and for this reason time should be 
spent examining the actual relationship 
between the two. In Washington a sep- 
arate legal entity was decided on for tax 
and legal reasons, but society control is 
still definitely present. Corporate mem- 
bers, who set professional policy, were 
selected from highly respected members 
of the profession by the state society and 
represent its statewide nature. They as- 
sure the making of policies in keeping 
with the desires of the society. The cor- 
case 


porate members have in 


elected trustees to carry on the business 


every 


of the corporation, as recommended by 
the components and the state society, 
thus assuring close liaison with all levels 
of the profession. 

By actual experience the trustees have 
sensitive to the needs and 


been very 


desires of the profession and have tried 


to keep good communications between 
the dental service corporation and _ the 
individual dentist. Since the overwhelm- 
ing majority of the trustees are practic- 
ing dentists, they have a very real eco- 
nomic stake in the actions of the 
corporation. It would be highly unlikely 
that an organization with ethical dentists 
as policy directors would deliberately or 
carelessly take any steps that would ad- 
versely affect the private office, for they 
would be harming themselves. Why 
should they commit professional suicide? 
What would they gain by it? 

In Washington the society has given 
its stamp of approval to the WSDSC as 
being a program meeting the American 
Dental Association’s “Principles for De- 
termining the Acceptability of Dental 
Prepayment Programs.” Should the 
WSDA ever, for any reason, disapprove 
of the program, then ethical participat- 
ing dentists would drop out of it. Other- 
wise they would be guilty, because of 
society rules, of unethical practice. 
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Complete and free discussion is essen- 
tial so that if the dentists of an area 
decide to form a dental society sponsored 
plan, its existence and operation will 
reflect the wishes and desires and have 
the support of the large majority of den- 
tists. An open-minded attitude will be 
needed during such discussions so that 
emotional factors do not prevent a full 
understanding of the reasoning and issues 
involved in taking such a step. A recent 
paper* has covered in detail the factors 
to be considered in maintaining liaison 
between the dentist and a_ professional 
plan. 

Once dentists in an area decide the 
dental society should sponsor plan, 
other problems will arise. Very important 
to all dentists is how they will receive 
payment for work done and how the 
amount will be determined. A common 
point of discussion revolves around the 
relative desirability of using a maximum 
fee schedule as compared with the use 
of a table of allowances or indemnity 
schedule. In the former, the fee schedule 
represents the maximum fee that can 
be charged under the program; the latter 
is frequently thought of as a minimum, 
with the dentist free to charge addition- 
ally. 

Probably the most important factor 
in determining whether either will work 
well depends upon the level at which it 
is set. Generally, subscribing groups do 
not desire or favor additional costs for 
their members, and would prefer a fixed 
fee to be used since it eliminates any 
other charge. If a plan uses a fixed fee, 
it must be certain to have it high enough 
so that the great majority of dentists 
will \gladly accept it, or there will not 
be enough participants. Of course, there 
can be no excuse for a_ professionally 
sponsored plan ever to use any schedule 
except a satisfactory one; but if funds 
are limited, it will be forced to insist 
on a satisfactory one if it operates on 
a fixed fee schedule or none at all. Under 
a table of allowances it might be pos- 
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sible to set the allowance at a lower 
point, under similar circumstances, in the 
hope the dentist would obtain the differ- 
ence, and gain acceptance of it by a 
group. But there is always the likelihood, 
if it is below prevailing fees, that it will 
cause complaints. It will be hard for pa- 
tients to understand why additional 
charges are made. Dentists may find that 
patients are “channeling” themselves to 
offices where the allowance is accepted 
in full. If this happened and the major- 
ity of dentists refused to accept the 
allowance, then the program would lose 
the advantage of widespread choice of 
dentists, and the plan would be oper- 
ating for the benefit of the small num- 
ber of dentists who operated at the lower 
indemnity schedule and discriminating 
against the others. If the majority decide 
to accept the schedule as payment “in 
full,” then the entire purpose of the 
table of allowances would be defeated 
since the supposed minimum would have 
become the maximum, and the dentists 
would suffer economic hardship unneces- 
sarily. 

Because there seemed to be certain 
advantages to a service fee schedule, this 
method was used in Washington. It is 
set at an eightieth percentile figure as 
determined by a statewide fee survey and 
has been satisfactory to the large major- 
ity of dentists. It has been increased 
whenever a survey indicated the need. 
It has apparently satisfied the dentist 
and, at the same time, completely elim- 
inated a source of potential trouble with 
patients. It is realized that certain den- 
tists cannot ever accept the idea of a 
fixed fee and, to some extent, these men 
are being discriminated against. It must 
also be recognized that if a group which 
was willing to pay a fair and acceptable 
fee to most dentists, insisted that it would 
not consider any additional charges since 
it wished to know exactly what its costs 
would be, then following the wishes of 
a minority could result in a loss of pa- 
tients to the majority. 
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The philosophical questions involved 
are not easy to resolve. The fixed fee 
might allow the majority of dentists to 
practice very well under it but could 
be harmful to all the important minority. 
Conversely, should the minority insistence 
on a flexible fee cause loss of programs 
and patients to nonprofessional or un- 
ethical sources, still others might suffer. 

The frequently mentioned need of pro- 
fessional direction for groups wishing 
dental care becomes more apparent when 
the other alternatives open to them are 
examined. In viewing such other choices, 
it would be very useful to draw upon 
the experiences of the medical profession, 
as it has been confronted with similar 
problems, and to note how it has sur- 
vived while successfully meeting such 
needs. The two professions are similar 
enough to permit valid comparisons and 
conclusions. 

In the past two decades many large 
labor and also employer groups have 
built and operated their own health serv- 
ice centers for comprehensive care. It 
should be noted that some of these facil- 
ities offer their services to all in the 
community and thus compete with other 
practitioners directly. Others use their 
facilities only for members of their groups 
and their dependents, but in every case, 
patients are taken away from private 
practice and, in some cases, made “cap- 
tive” to a closed panel operation. To this 
date, the professional and economic im- 
pact of these rapidly expanding oper- 
ations has been chiefly on medicine. That 
profession has met the threat to the pri- 
vate physician by organization of volun- 
tary medical service corporations of the 
Blue Shield type. The dental profession’s 
concern goes beyond the mere economic 
threat posed. This type of operation 
allows the potential intrusion of non- 
professional elements between the prac- 
titioner and his patient and makes for 
a shift in basic responsibility and loyalty 
from the patient to the employer. The 
latter is usually a lay-dominated policy 
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making board. Laymen do not under- 
stand the factors entailed in giving pro- 
fessional care and might tend to demand 
business-type of criteria in judging the 
success of a plan. The reflection of such 
an attitude will inevitably be destructive 
of quality care. Satisfactory dental care 
cannot be performed on a quota basis, 
and attempts to do so will give uniformly 
poor results. 

Although actual operation of 
labor controlled centers, as they affect 
dentistry, are few, it must be realized 
that if a trend continues to include dental 
care, their effect on the profession will 
increase as will their numbers. Organized 
dentistry can hardly permit such a po- 
tentially powerful movement as labor to 
by-pass it and use less ethical and less 
effective means of obtaining care, espe- 
cially if this is due to professional inertia 
or fear of changes in economic factors 
affecting the dentist. The widespread ex- 
pansion of closed panel operations could 
have profound psychological effects upon 
other segments of the population and 
change their views toward the value of 
free choice in selecting a dentist. No one 
could deny the economic damage this 
could inflict upon dentists in areas where 
such closed panel operations flourished, 
even if only on a local basis. Palmer,* 
in a recent paper, has graphically pre- 
sented the logical sequence of events 
which might be expected to happen if 
these operations ever managed to domi- 
nate a neighborhood or area. 

Present private practice offers many 
advantages to a group which a closed 
panel cannot equal, but the private office 
cannot meet group needs without a vol- 
untary organization. Seen in this light, 
the professional dental service corpora- 
tion can become a factor in the survival 
of the individual dentist. In many areas 
its active functioning can deter groups 
from seeking use of other-than-traditional 
sources of dental care. 

Whether or not the profession decides 
to sponsor plans directing the availability 
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of dental care, other types of service 
besides closed panels will enter the field. 
In trying to anticipate the effect on the 
dentist and his patient, it would again 
be useful to look to medical experience 
of the past 20 years. 

Some dentists, disliking active profes- 
sional participation in group plans, may 
feel that the profession should wait for 
the insurance industry to enter the field. 
It cannot be known whether this en- 
trance will happen in time to prevent 
sizable patient groups from being lost to 
other nonprofessional controlled sources 
of care such as closed panels and labor 
health centers. 

Groups wishing health care have so far 
indicated a desire for comprehensive ben- 
efits, rather than care for unusual and 
infrequent conditions. This will probably 
carry into the dental field when 
such care is obtained. The insurance 
programs have had fairly wide success 
in insuring the costs of hospital and 
medical care. In this field most of the 
members of a plan do not need care at 
any one time, and true insurance prin- 
ciples can be applied and costs spread 
over the group. However, in the initial 
phases of a dental plan, nearly all will be 
in need of care, and, thus, true insur- 
ance principles will not apply. Of course, 
it is known that even when costs are 
not a factor, many in a group will not 
seek care, but this would not be desir- 
able from a health standpoint, and would 
not ordinarily be depended on to make 
insuring of the group possible. It remains 
to be seen whether and how effectively 
insurance carriers can offer comprehen- 
sive dental benefit plans which will be 
accepted by groups or whether the in- 
demnity schedules they select will be any 
more acceptable to dentists than they 
have been to physicians to this date. 

Looking at the experience of the med- 
ical profession with insurance plans, cer- 
tain problems would arise. It should be 
realized that although an insurance com- 
pany has the power and authority to 
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sell a plan offering certain benefits, it 
has no responsibility for success of the 
plan and has no control over it other 
than the paying of benefits or indem- 
nities. It has no control over, nor can 
it in any way assure, quality control of 
services. Frequently, at least in medicine, 
it has set indemnity levels without as- 
suming any responsibility to determine 
whether these would adequately cover 
costs to the patient. The individual pa- 
tient often has not been aware that the 
sum obtained would not cover current 
costs of a service and has complained. 
The net result has been for the practi- 
tioner to bear the brunt of the criticism, 
even though he had no voice in setting 
the fee but is being used to furnish cov- 
ered services. Ultimately the effect on 
the physician has been the same when 
any allowance table is used which is be- 
low current fees. The practitioner has 
been forced to lower his fees to the in- 
demnity level in order to prevent loss of 
patients to others who would accept the 
indemnity schedule as payment in full. 
This would seem to be even more likely 
if insurance coverage for an area were 
quite heavy. In effect, the indemnity 
schedule—usually below actual accept- 
able minimum fee levels—imposes itself 
on the profession as the maximum fee. 
While it cannot be known with certainty 
whether the effects on dentistry would 
be identical, thought should be given to 
such outside influence on the economics 
of the profession. It should also be real- 
ized that in allowing a nonprofessional 
group to assume a function that is vital 
to his existence—that is, economics—the 
dentist will have to relinquish some of 
the control over this function to that 
agency. While it would be hoped that 
the laymen who comprise the direct- 
ing boards of insurance companies would 
cooperate in setting indemnity schedules 
at fair levels, and in establishing rules 
and regulations, there could never be 
any assurance of this since their basic 
loyalty would be to stockholders and 


their interests would be essentially finan- 
cial. 

If the profession has no authority over 
insurance schedules, it can indirectly in- 
fluence them. It would seem that pro- 
fessional responsibility should be to de- 
velop experimentally prepaid type plans 
acceptable to groups and thus counter- 
balance the growth of insurance plans 
which would coexist with them. Free 
competition between various types of 
plans will allow improvement in avail- 
ability and coverage of care and be in 
the public interest. A dental service cor- 
poration, because of its professional char- 
acter, will be interested, primarily, in 
quality of care, and, secondarily, in eco- 
nomics; but its successful activity can 
cause a more realistic appraisal of group 
dental care problems by other service or 
benefit providers. 

As another possible approach, if no 
professional plan exists, it is conceivable 
that Blue Cross and Blue Shield type 
plans might expand further into the den- 
tal field. Some of these plans now offer 
a limited oral surgical coverage, but some 
do not even permit payment to a dentist 
for such services. The difficulty of den- 
tistry’s operating under policy control of 
an outside group is already apparent, 
even though coverage is very limited and 
currently only affects a minority of the 
profession. Dentists today, as part of the 
total health team, are placing increasing 
emphasis on dental contributions to hos- 
pital services. Presence of a dental pro- 
fessional plan would reduce the likeli- 
hood of control by another profession. 
In connection with the exclusion of den- 
tists from performing traditional dental 
services, such a plan might offer an in- 
centive for liaison with such groups and 
to help correct such inconsistencies _of 
treatment. 

The factor of insurability will not be 
of great significance in the near future. 
The society sponsored plan will have to 
find and use various ways in seeking to 
give dental care to group members, to 
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pay the dentist well for his services and 
to keep over-all costs as low as possible. 
A group initially wishing care must be 
made to realize that prepayment does 
not necessarily reduce total costs, at least 
not in the early stages of a program. 
Until more experience is available, many, 
if not most, prepayment plans will prob- 
ably be handled on a “cost plus” basis. 
In this connection, two out of three prin- 
cipal programs of the WSDSC are car- 
ried on such a basis. One is a very com- 
prehensive children’s care program, the 
other one an indigent care program 
with limited funds and requiring pre- 
authorization before work is done, except 
in emergencies. The third, which is a 
pure insured plan, is an accidental dam- 
age program for school children’s teeth. 
There is a great need for professionally 
directed programs to undertake limited- 
scale experiments with groups to obtain 
figures on such important factors as group 
utilization of services and actual group 
needs under specific conditions. 

Public demand for such programs is 
not great as yet and society actions do 
not need to be broad or extensive in 
scope. The cautious exploration by many 
organized groups into pilot type prepay- 


ment plans offers a low risk method of 
getting information that would bt in- 
valuable to the profession. There may be 
many small groups that would be will- 
ing to take part in such pilot dental care 
programs. Dentistry in Washington is pro- 


ceeding slowly and carefully with plans 
to sponsor such limited scale experi- 
mental programs through the WSDSC. 
There seems little doubt that a satis- 
factory method will eventually be found 
actually to insure comprehensive dental 
care, but this is yet in the future. 
Since dental care must be on a con- 
tinuing basis to be effective, budgeting 
would be one of the easiest methods of 
paying for these costs. It is regrettable 
that relatively few individuals are able 
to do this regularly. Within recent years 
many societies have sponsored bank fi- 


nanced, postpayment plans for the use 
of members’ patients. In general, these 
have been successful, and this develop- 
ment has been a recognition of the fact 
that a very large part of the consumer’s 
purchasing power is tied up for other 
goods and services and that the simplest 
way to sell him another service is to add 
it to the “regular monthly payments” 
already being made. Therefore, a- brief 
mention should be made of the possibil- 
ities of using a dental service corporation 
for this purpose by having it buy dentists’ 
notes. 

Being on a statewide basis, a postpay- 
ment, or budget payment plan could 
spread risks or losses over the entire 
area and, possibly, offer the service to 
dentists in those places where banks do 
not offer such a plan. The most difficult 
problem would be the accumulating of 
a fund from which to purchase notes. 
It has been proposed in one state, pre- 
viously without a dental service corpora- 
tion, to form a corporation for this pur- 
pose and sell stock to dentists to provide 
initial capital. This plan is quite novel 
and proposes, in addition to the regular 
financing ef notes, to furnish other 
needed services to the profession. Many 
problems might arise in attempting to 
use a dental service corporation for this 
purpose, but since adequate facilities and 
staff are already available, they should 
not be insurmountable. Consideration of 
such a step might be most attractive 
where large areas of a state were unable 
to obtain such services from other more 
conventional sources, and the advantages 
would outweigh the problems. 

Just a brief mention should be made 
of the possibility of combining both post- 
payment and prepayment methods. A 
postpayment plan could be used to pay 
for initial costs and the prepayment plan 
be used for continuing care or main- 
tenance. It is reported that a closed panel 
cooperative in the Puget Sound area is 
using this method of spreading the pa- 
tients’ costs. 
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Mention has been made of the small 
amount of cash left to individuals for 
many necessities because of the exten- 
sive precommitting of income to install- 
ment purchases. More recently prepay- 
ment has also subtracted its amount from 
this shrinking residual of cash, through 
wide community use of prepaid hospital 
and medical care plans. Recent data from 
the Health Information Foundation has 
shown that all health services took 40 
per cent more of the consumer’s dollar 
in 1957 when compared with 1929; how- 
ever, dentistry’s share of the actual health 
dollar declined over 30 per cent in that 
period. This may not seem to be of con- 
cern to most dentists at the present time 
since an increasing population and in- 
come will mean more total dollars for 
dental care even though dentistry’s share 
of total health expenditures is declining. 
In some regions where the dentist-to- 
population ratio is increasing consider- 
ably more rapidly than the population 
itself, this might at least temporarily re- 
sult in insufficient dental care demand 
in proportion to available dentists. A 
recent study by the Washington State 
Dental Association estimates the increase 
of dentists in that state to be at a con- 
siderably faster rate than that of the 
general population. Although the rate 
of increase may not be as rapid for the 
country as a whole, the problem of the 
continuing shrinkage of the dental por- 
tion of the health dollar could, at some 
time in the future, become more alarm- 
ing than it is today. 

Much emphasis is being placed on the 
expansion and more efficient use of den- 
tal facilities to increase the capacity of 
the individual dentist to serve more peo- 
ple. Looking at the other side of the 
picture, it would seem that the profes- 
sion should become aggressive in seeking 
to encourage greater utilization of this 
available future capacity. Some of the 
greatest advances in this direction have 
come through dental health education 
of the public, and the continuing scope 
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of the profession’s activity in this area 
is great. 

Another approach to increasing effec- 
tive demand for dental care can be 
through prepayment methods since these 
will make paying for dental care easier. 
It is well known that ease of payment 
for a desired object or service is often 
more important to people than the actual 
cost. We can make the public desire 
more care through patient and public 
education, but we also need technics to 
make payment easier. Postpayment has 
been a significant step in this direction, 
principally as it applies to individuals. 
Prepayment remains a relatively unex- 
plored though potentially important way 
of reaching still more people. There is 
much to be learned before this can be 
of maximum use to the profession in its 
goal of increasing dental care for people. 
The dental service corporation will be 
a useful tool in this effort. 

Much is said these days of the need 
for the profession to enjoy good public 
relations. To be effective, this must be- 
gin with the individual dentist, yet a 
dental service corporation, through its 
programs, can very graphically illustrate 
to large segments of the public that den- 
tistry is actively interested in seeking ways 
of providing good dental care for more 
people. Even in areas where no demand 
or need for it seems to exist, a dental 
service corporation can be of real value 
in serving the public. As an example, 
an excellent liaison with various state 
agencies—and thus with the state legis- 
lature—occurred because dentists in the 
state of Washington, through their den- 
tal service corporation, took over a rela- 
tively unorganized, locally lay-admin- 
istered, welfare dental program and 
turned it into a far more efficient and 
economical program which has given uni- 
form care on a fair basis. Professional 
control has directed and apportioned 
proper amounts of available monies to 
the various categories of people served 
on a proper basis. A recent report has 


‘i 
4 
| 
= 
a 
4 
| 
fale 


84/70 © THE JOURNAL OF THE AMERICAN DEI 


given much information on public assist- 
ance programs and goes into some detail 
of this WSDSC program.* 

There are problems possible when 
dealing with state agencies but it would 
seem that most satisfactory results will 
be obtained if the profession itself admin- 
isters such programs. 

There are other types of programs a 
dental service corporation can offer as 
part of its public services. At the sugges- 
tion of the state association, the WSDSC 
in 1957 inaugurated an accidental dam- 
age program for school children’s teeth. 
This has made possible the offering of 
a more complete coverage than was pre- 
viously available from other sources. The 
plan has received praise from school ad- 
ministrators who use it, and has been 
satisfactory to the large majority of den- 
tists. It has also encouraged commercial 
insurance companies in this field to in- 
crease their dental benefits. 

Some mention should be made of the 


possible role of a dental service corpora- 
tion in rendering care to dependents of 
military personnel. One of the contro- 
versial issues discussed at the last meet- 
ing of the House of Delegates of the 


American Dental Association centered 
around the Medicare program. Should 
this Armed Forces program ever be ex- 
panded to include dental services, an 
existing service corporation could serve 
as an excellent professionally controlled 
administrative vehicle to use private prac- 
tice facilities for this purpose. 

There who will deny that, 
if widespread changes are apt to occur 
in the economic and professional aspects 
of dentistry, then the profession itself 
must take an active part in directing 
them. Dentistry is fortunate that its en- 
counter with the various changing social 
conditions is gradual and it will have 
valuable time to ponder the nature of 
these “problems” so as to meet them 
more effectively. 

We may be able to gain worth-while 


are few 


insight into the questions ahead by exam- 
ining the adaptation of the medical pro- 
fession to these same problems. Medicine 
has been very strongly challenged by 
outside forces, yet it has successfully kept 
its integrity through the use of voluntary 
organizations which have bent their ef- 
forts to promote and protect the indi- 
vidual practitioner. 

Although various of the approaches 
to prepaid dental care have been covered 
briefly, the seeming judgments made on 
some have not been in a spirit of criticism 
only, for each approach has its admitted 
advantages as well as disadvantages. It 
would seem a responsibility for mem- 
bers of the profession to examine each 
one carefully and to be aware of its 
implications for the public’s health as 
well as for the dentist’s future. Undoubt- 
edly, each will continue to exist and to 
offer its services to the public which, as 
is desirable in a free enterprise system 
such as ours, will decide which it prefers. 

The development of professionally 
sponsored organizations will not be with- 
out many difficulties, but it would seem 
to be the lowest-risk method of carrying 
out our goals. Certainly organized den- 
tistry, representing the private practi- 
tioner, can proceed from a position of 
great strength, for no other system has 
been as successful in giving high quality 
care to so many people; this fact is recog- 
nized by the public, and it has indicated 
it desires this method of service. 

There are always multitudes of prob- 
lems in achieving any worth-while goal. 
Organized dentistry has no reason to be 
fearful of the future for it has tremendous 
capabilities through its individual mem- 
bers. I sincerely believe the profession 
will be able to meet the challenge ahead 
through measures which will provide it 
with a safe and effective means of using 
its own talents and abilities to make the 
dental advances of the present, and the 
future, available to even greater num- 
bers of people. 1305 Washington Street 
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*Immediate past president, Washington State Dental 
Service Corporation; chairman, dental care committee, 
Washington State Dental! Association. 


1. U.S. Public Health Service. The dental service 
corporation: a new approach to dental care. Wash- 
ington, D.C., Government Printing Office, 1958. 


2. Paulsen, R. E. Operation and organization of the 
dental service corporation. Unpublished. 

3. Palmer, B. B. Why and how of prepayment dental 
care. New York J. Den. 29:79 March 1959. 

4. Frankel, J. M. Dental care in public assistance 
programs. J.A.D.A. 58:17 Feb. 1959. 


THE ROLE OF THE INSURANCE INDUSTRY 
IN THE FINANCING OF DENTAL CARE 


J. F. Follmann, Jr.,* B.S., New York 


In 1957, according to estimates of the 
Social Security Administration, the 
American people spent privately 15.1 
billion dollars for medical care and 
health insurance. Of this amount 11 per 
cent was paid directly to hospitals, 17 
per cent to physicians and surgeons, 11 
per cent to dentists and 26 per cent for 
medicines and appliances. These figures 
indicate the high degree of utilization of 
medical care facilities in the United 
States and the proportion of monetary 
expenditures for those services. 

Meanwhile, in the last two decades a 
definite evolution has taken place with 
respect to the manner in which private 
medical expenditures are financed. To- 
day 121 million Americans have some 
protection through voluntary health in- 
surance against hospital costs, 109 mil- 
lion against surgical costs, 73 million 
against regular medical costs and more 
than 16.5 million against the expense of 
prolonged catastrophic disability through 
major medical expense insurance. Nearly 
two thirds of the employed civilian labor 
force has some protection against wage 
loss resulting from disability. Last year 
voluntary health insurers paid more than 
4.8 billion dollars in benefits, an increase 
of 14 per cent over 1957. More than half 
of this amount was paid by insurance 
companies.? 

Qualitative improvement of coverages 
has kept pace with quantitative expan- 
sion. Benefits are now far more adequate 


than formerly in amount and duration. 
Guaranteed renewable insurance has be- 
come much more generally available. 
Coverages are more realistically designed. 
Protection is rapidly being extended 
among such specific population groups 
as the aged, those living in rural areas 
and those employed in small groups.” In 
a recent study of health insurance,’ the 
authors have commented that the in- 
surance companies “have demonstrated 
a capacity for great flexibility and 
imaginative improvisation.” 

That these developments have been 
effective is clear from a recent study 
by the Social Security Administration‘ 
which indicates that the percentage of 
the nation’s private medical bill being 
met by voluntary health insurance in- 
creased threefold in the decade 1948- 
1957. The study estimates that in 1957, 
57 per cent of amounts received by hos- 
pitals from patients and 31 per cent of 
payments to physicians derived from 
health insurance sources (these percent- 
ages were 27.3 per cent and 6.4 per cent 
respectively in 1948) and states that “in- 
surance benefits for hospital care in- 
creased fivefold in the period 1948 to 
1957, and those for physicians’ services 
have increased almost sevenfold.” The 
study further notes that “Some existing 
forms of health insurance are already 
providing benefits of broader scope . . 
Certain comprehensive prepayment plans, 
major medical expense policies, and com- 
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prehensive policies of insurance com- 
panies include drugs, private duty nurs- 
ing, and, in some instances, dentistry.” 
The study also points out that “there has 
not been a corresponding expansion in 
expenses to operate prepayment plans,” 
the percentage of the dollar allocated to 
the purchase of voluntary health insur- 
ance being paid in benefits having risen 
from 70.3 per cent in 1948 to 83.3 per 
cent in 1957. 

It is significant that voluntary health 
insurance in the United States is made 
available in many forms and by various 
types of insurers. These include insurance 
companies, service plans like Blue Cross 
and Blue Shield, group medical practice 
plans operating on a prepayment basis, 


plans that are self-administered by em- 


ployers or labor unions, community plans, 
fraternal and rural 
sumer health cooperatives. Included in 


societies and con- 
these are the various approaches to fi- 
nancing the costs of dental care. Cover- 
age is provided on an individual, family, 
association or group basis. Each type of 
insurer has its distinctive approach, pro- 
viding the buyer of insurance the oppor- 
tunity to choose the kind of plan and 
coverage best suited to his 
ability to pay. Although the resulting 
heterogeneity can at times appear con- 


needs and 


fusing and can present impediments to a 
ready, simplified understanding of the 
subject, it is necessary to recognize that 
many of the aspects and concepts of 
voluntary health insurance must still be 
looked on as experimental and that this 
form of insurance, like medical care it- 
self, must remain in a state of evolution. 


PATTERN OF HEALTH INSURANCE 
IN FINANCING HEALTH CARE 


Group insurance against the costs of 
medical care takes the following forms: 
Hospital expense—including a speci- 
fied amount per diem for room and board 
and miscellaneous expenses. 
Surgical expense—usually on a sched- 
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uled basis specifying the amounts to be 
paid for the various types of surgical 
procedures. 

Medical a_ specific 
amount for each physician’s visit in- 


expense—usually 

hospital or out-of-hospital. 
Polio dread 

specified aggregate amount for all medi- 


and disease—usually a 
cal expenses as a result of the occurrence 
of polio or other covered diseases. 

Major or comprehensive medical ex- 
pense--the newest and fastest growing 
form of insurance company coverage. 

Major medical expense insurance takes 
the broad approach. It aims to deal with 
nearly all types of medical expense, giv- 
ing special emphasis to benefits where 
severe or prolonged illness is involved. 

The noteworthy characteristics of this 
type of coverage are: 

1. Its protection covers a broad va- 
riety of medical expenses and extends far 
beyond the hospital-surgical area which 
is the only category of expense covered 
by many current plans. 

2. The aggregate value of benefits 
($5,000, $10,000 or more) a particular 
individual may receive is far above the 
levels of many other plans. 

3. By not undertaking to pay the first 
$25 or $50 of expenses in a particular 
calendar year, the effectiveness of the 
plan is not diluted by the large number 
of cases where the expense incurred is 
small and where the administrative over- 
head would naturally be high in relation 
to the medical expense. To cover such 
cases would add substantially to the cost 
of the plan without adding commensur- 
ately to its value as insurance. 

4. In most situations the insured is 
responsible for meeting a part (usually 
20 per cent or 25 per cent) of the aggre- 
gate expenses. This is referred to as the 
“coinsurance” element. This is a prac- 
tical measure adopted in view of the 
subjective elements inherent in medical 
care and in the belief that the individual 
desirably should continue to have a re- 
sponsibility through a financial interest 
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in the kind, volume and quality of medi- 
cal care. 

5. There is no surgical fee schedule 
or other similar limitation which might 
affect either the selection of the surgeon 
or the type or quality of service. The plan 
attempts to deal with expenses as they 
might normally be incurred and does not 
in any way seek to modify the patterns 
of medical practice or fees charged. The 
only stipulation is that the services ren- 
dered be necessary and that the fees 
charged be the regular or customary fees 
for the services rendered. 

6. The scope of the benefit provision 
is such as to minimize any tendency to 
have the plan influence the type of treat- 
ment utilized. Coverage is extended to 
care at home or at the doctor’s office as 
well as in a hospital.® 


PRESENT COVERAGE 
OF DENTAL CARE COSTS 


Under basic group hospital expense cov- 
erage, companies, generally, appear to 
consider confinement which occurs at the 


recommendation of a dentist or oral 
surgeon. This is done by broad adminis- 
tration of the policy, however, and not 
by specific contractual language, since 
the contract usually requires that confine- 
ment be on the recommendation of a 
qualified licensed physician. Under group 
surgical expense coverage, company prac- 
tice appears to differ, although there 
appears a distinct trend to cover dental 
surgery required as a result of accidental 
bodily injury for any truly operative pro- 
cedure covered by the surgical schedule 
in the contract. This might be done either 
administratively or contractually. With 
respect to surgical procedures performed 
by a dentist or oral surgeon as a result of 
disease, greater differences in insurance 
company practices become evident, al- 
though extraction or repair of diseased 
teeth, other than impactions and alveo- 
lectomies, are not generally contem- 
plated. Some companies exclude by con- 


tract all dental work, some exclude all 
but alveolectomies and impactions on an 
in-hospital basis, and some (by adminis- 
tration or contract) cover any truly 
operative procedure performed by a den- 
tist or oral surgeon. Certain of these lat- 
ter limit the coverage to in-hospital care, 
others limit it to cutting operations, and 
others have neither limitation. Group 
medical expense coverage usually ex- 
cludes any visits in connection with den- 
tal work but would cover laboratory and 
X-ray expenses as a result of accidental 
injuries to natural teeth. 

Practices with respect to the newer 
group major medical or comprehensive 
medical expense plans defy generaliza- 
tion. Some cover work performed as a 
result of accidental injury to natural 
teeth including initial dentures. Others 
limit such coverage to in-hospital care. 
Still others additionally cover hospital 
charges resulting from dental surgery, 
necessitated by accident or otherwise. 
These coverages might be by contract or 
by administration.® 

One insurance company began in 1949 
to provide coverage for general dental 
care in or out of a hospital. The coverage 
is part of medical care insurance and, to 
date, has been written on several groups. 
It is broad coverage without limitations, 
except orthodontic care. It does, how- 
ever, contain a 50 per cent coinsurance 
feature. The company considers the effort 
successful but still distinctly experimental. 


THE GROUP PURCHASE APPROACH 


The greater part of voluntary health 
insurance in the United States is written 
on the basis of group purchase. Group 
health insurance policies are contracts 
made between an insurance company 
and a second party, usually an employer, 
labor union or association, for the bene- 
fit of employees or members and their 
dependents who are given certificates 
describing the insurance coverage. An 
advantage of group insurance is the lower 
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cost per unit of coverage. This lower cost 


results from the savings in expenses in- 
herent in the group approach: the eco- 
nomics in record keeping; collection of 
the premiums by the employer, union or 
association, and lower marketing costs. 
It results also from the absence of adverse 
selection inherent in the group approach 
as contrasted with an individual policy 
approach. 

To be eligible for group insurance the 
group must exist for purposes other than 
that of obtaining insurance. It must be 
composed of a minimum number of per- 
sons, the minima ranging from 5 to 25. 
A minimum percentage of the group 
must participate in the insurance pro- 
gram, usually 100 per cent if the em- 
ployer pays the entire premium and 75 
per cent if the employees or members 
contribute to the premium payments. 
These eligibility requirements are estab- 
lished by law in the majority of the 
states. Beyond this the com- 
pany may establish its own underwriting 


insurance 


requirements. These may include con- 
sideration of the proportion of females 
and older people in the group, its eco- 
nomic level and the type and amount of 
the coverage for which application has 
been made. 

In the negotiations which lead to the 
inception of a group insurance policy, 
representatives of the purchaser and the 
insurer discuss all the necessary details. 
These, in turn, might be influenced by 
collective bargaining agreements. Essen- 
tially negotiations center about the forms 
of coverage desired, their costs and the 
amount of the funds available for their 
purchase. Once the coverage is effected, 
the covered employees or members and 
their dependents become the benefici- 
aries. At that point, also, the providers 
of care enter the picture in a salient role, 
since it is they who determine the forms 
of care necessary in any particular in- 
stance. It is they, too, who to a great 
extent determine the cost of such care. 
Hence, a mutuality of interest develops 


ICIATION 


between the insurer and the provider of 
care. This relationship brings into play 
the Health Insurance Council, an organi- 
zation representing most insurance com- 
panies writing health insurance. The 
Council maintains relationships with the 
various professional associations and at- 
tempts in many ways to make voluntary 
health insurance function with maximum 
efficacy. In so doing it develops uniform 
claim forms to ease the paper work of 
the providers of care. It discusses with 
the providers of care common problems 
of many types. Its state and local com- 
mittees maintain contact with the state 
and local professional societies. In this 
manner the providers of care have a 
central source within the insurance in- 
dustry to which they can turn at all times. 


METHODS FOR DETERMINING PRICE 
OF GROUP INSURANCE COVERAGES 


In group insurance the basic problem in 
rate making is that of determining an 
equitable premium for the group under 
consideration. The rate is subject to re- 
vision annually and larger groups are 
subject to experience rating. The rates 
are based on basic experience tables for 
the coverages insured. They are then ad- 
justed for dependent coverage, excessive 
female population in the group, any 
extra-hazardous nature of the industry, 
excessive proportions of older persons, 
variations in claim experiences in various 
geographic areas, and, in the instance of 
major medical expense coverage, any un- 
due proportion of persons at the higher 
income levels. Added to this pure premi- 
um determination is a loading for the 
expense of operation, including general 
administrative expenses, taxes, commis- 
sions, and any other necessary charges.* 

Reference has been made to experience 
rating. This, in effect, is an adjustment 
of the rate on the basis of the experience 
of the specific group or classes of groups 
insured. Its advantages are that by so 
doing, the group is encouraged to im- 
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prove its experience by the introduction 
of such methods as safety devices and 
in-plant medical examinations and _ is 
discouraged from unnecessary use or 
misuse of the insurance program. 

One important aspect in insuring the 
costs of the various forms of medical care 
is the development of an actuarial basis 
on which rates can be projected. Basic is 
(1) the utilization rate of the form of 
medical care in question both with re- 
spect to its incidence and its duration, 
and (2) the cost of a unit of care. With 
respect to dental care, much of this nec- 
essary data is presently nonexistent in a 
form which is usable to an insurance 
company. However, the American Den- 
tal Association has been giving splendid 
cooperation to the Health Insurance 
Association of America during the past 
18 months in an endeavor to make avail- 
able as much data as are extant. Through 
this cooperation some revealing data 
with respect to the incidence of care have 
been constructed. Unfortunately, the all- 
important cost data are still lacking, al- 
though the American Dental Association 
is doing what it can to develop these data. 
State dental societies can play a most 
important role in this effort by keeping 
abreast of all factors surrounding the 
economics of dental care, including the 
distribution of dentists, the incidence and 
duration of the various dental procedures 
and the charges made for the various 
forms of dental care. 


PHILOSOPHY OF 
INDEMNIFICATION BENEFITS 


In providing insurance protection against 
the costs of the various forms of medical 
care, the following might be said to 
constitute some of the basic philosophy 
inherent in the insurance company ap- 
proach: 


Validity of the Private Voluntary Ap- 
proach + Insurance companies are con- 
vinced of the validity of the private vol- 


untary approach as basic to insuring 
against the serious costs of medical care. 
They have faith in the ability of volun- 
tary mechanisms to answer adequately 
the challenge with which they are pre- 
sented. As insurers they are striving with 
determination toward this end. They do 
not believe that it is the most efficient 
use of the insurance dollar to spend it 
for coverage against medical costs which 
are not serious to the individual or which 
can be anticipated and hence budgeted 
against. They, therefore, do not believe 
it in the public interest to provide in- 
surance against the total of all forms of 
medical care costs. They are convinced 
that a given number of available dollars, 
be they those of an individual, an em- 
ployer, a union, or a government, can be 
used to best advantage by providing pro- 
tection against the more sudden and siz- 
able medical care costs as contrasted with 
either incidental or total costs. Insurance 
companies, hence, recognize the social 
desirability and the economic necessity of 
providing adequate health insurance to as 
many of the people of the United States 
as is feasible through established insur- 
ance institutions. To achieve these ends, 
insurance companies feel it is the re- 
sponsibility for all elements of society— 
business, the community and the public 
as represented by government—to en- 
deavor to work together to find solutions 
which will meet these social needs. 


Care for the Indigent * With respect to 
persons in that segment who are unable 
to finance the cost of health care for 
themselves because of their limited or 
nonexistent means, insurance companies 
take the view that such persons should 
have assurance that health care is avail- 
able to them when they need it. To that 
end insurance companies support the 
concept of public assistance programs to 
supplement the efforts of voluntary agen- 
cies. As a service to the community, the 
insurance companies stand ready to make 
their knowledge and facilities available 
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to assist in the administration of such 
programs. The public funds available 
for medical care for the indigent should 
at all 
medically adequate care. If this were so, 
much of the present difficulty in financ- 


ing medical care would be eliminated 


times be sufficient to guarantee 


and hospital deficits would be greatly 
relieved. 


Free Competition Among Insurers * Pre- 
vious reference has been made to the 
heterogeneity of the institution of volun- 
tary health insurance and why this is so 
Insurance companies are convinced of 
the wisdom of this. They are convinced 
that monopoly has no place, nor should 
it have a place, in an area of such vital 
public and personal concern as modern 
medical care. Monopoly, whether public 
or private, tends to become irresponsive 
to changing needs and demands, to form 
a fixed pattern, and to become compla- 
cent. The keen competition which exists 
among insurers of all types in this coun- 
try has spurred experimentation to devise 
new and better benefits and approaches. 
It has made voluntary insurers responsive 
to changing needs and to the rapid evo- 
lution which proceeds in the provision 
Each from the 
progress made by the others. Each bene- 


of medical care. learns 
fits from the mistakes of his competitor. 
The beneficiary of this process is the 
American public. 


Freedom of Choice ° 
panies are fiduciary institutions. They are 
not incorporated by the legislatures of 


Insurance com- 


the several states to provide services. 
Hence, they do not fight fires, bury the 
dead, care for widows and orphans, fight 
off bank robbers, repair damaged prop- 
erty nor care for the sick or the hurt. 
The contracts they make with their in- 
sured provide for the payment of certain 
sums of money under stipulated condi- 
tions in the event of the occurrence of 
the loss insured against. Corollary con- 
cerns extend in one direction to the pre- 
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vention of the loss insured against and 
in the other to salvage or rehabilitation 
after the Hence, in 
the area of health insurance, monies are 
paid under three basic circumstances: 
1) death and dismemberment as a re- 
sult of accident, (2) loss of income as 
a result of sickness or accident and (3) 


loss has occurred. 


the occurrence of medical care costs re- 
sulting from sickness or accident. This 
being the case, it is apparent that, within 
the confines of the insurance contract, 
health insurance as written by insurance 
companies permits complete freedom of 
choice on the part of the covered per- 
sons as respects the provision of their 
medical care. It, furthermore, provides 
noninterference with the doctor-patient 
relationship. It is the view of the insur- 
ance companies that it is for the insured 
patient, in consultation with his doctor, 
to determine the form of care or treat- 
ment necessary under the circumstances. 
By the employment of this approach 
maximum flexibility in the provision of 
medical care in relation to medical need 
is made possible. 

Today it is not infrequent in certain 
circles to hear the charge made that the 
primary criticism of voluntary health in- 
surance is that it exerts no control over 
the quality of the care provided. It usual- 
ly is not clear whether “voluntary health 
is intended to include insur- 
ance company coverages or whether it 
is actually directed to plans comprised of 
or organized by the providers of care. 
More important, however, is the lack of 
preciseness of the words “control over the 
quality of care.” As has been stated, it 
is the virtue of the approach inherent 
in the insurance company concept that 
there is no interference in the provision 
of care. Naturally there are controls the 
purpose of which is to define what is 
intended by the terms of the contract 
and to deter misuse of this intent. But 
the concept of insurance companies is 
that essentially any determination of the 
quality of care must rest with those pro- 
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fessionally competent by training, tradi- 
tion and experience to arrive at such 
determinations——and with the patient. 


CONCLUSION 


Since the conclusion of World War II, 
there has developed increasing talk of 
and interest in insurance or prepayment 
against the cost of routine or general 
dental care. Whether there is actually in- 
terest on the part of the public at large 
is perhaps speculative. Generally, it seems, 
the interest in the development of risk- 
spreading mechanisms is localized, in the 
main, in specific circles, such as certain 
labor unions and among public health 
officials, and, to some extent, in certain 
phases of government, such as the Medi- 
care and the Veterans Administration 
programs. The American Dental Associa- 
tion and certain state and local dental 
societies have also displayed active in- 
terest. 

Three obvious problems immediately 
present themselves from the standpoint 
of comprehensive dental care as a proper 
subject for insurance or prepayment. One 
is that a portion of dental work is elec- 
tive and at times a matter of cosmetics 
rather than medical necessity. Some or- 
thodontic care is one example of this. 
Another is that most dental care is not, 
or need not be, either sudden or sizable 
in its occurrence; that is, it occurs, or 
can occur, periodically, the cost of which 
is regular and not usually sizable and, 
hence, more subject to family budgeting 
in most cases than to an insurance mech- 
anism. The third is that often, where 
costly work is needed, it is the result of 
needs which have accumulated for a 
period of years prior to the inception of 
the insurance protection and hence a 
pre-existing condition which is generally 
recognized as not being fit subject for 
sound insurance practice. 

The desired goal is improved dental 
health for the American people as a 
whole. Accomplishment of this goal will 
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probably have to be brought about by 
a combination of developments, all con- 
tributing to the desired end. Public edu- 
cation is needed to impress many people 
with the need for more constant care 
as well as to produce a changed public 
attitude toward dental care, since, essen- 
tially, it is not a financial problem which 
is a deterrent to improved routine dental 
health. In certain geographic areas, im- 
proved facilities for the provision of den- 
tal care are probably needed. 

Meanwhile, the immediate future will 
unquestionably witness further experi- 
ments in insuring or prepaying dental 
care. The lack of public demand for 
such protection and the preoccupation 
of insurers with other, perhaps more ur- 
gent, social demands would not seem to 
portend a too rapid development, how- 
ever. 

It might seem wise to develop any den- 
tal care scheme as part of an over-all 
medical scheme, rather than as a separate 
entity. It might well be that the answer, 
to the extent one as part of an insurance 
mechanism is needed or desired by the 
public, will be found in the inclusion 
of certain dental care protection as part 
of major medical expense insurance. 
Some possibilities would seem to present 
themselves in this direction since it would 
seem that by this approach the more 
serious and costly forms of dental care, 
being those which present hardships to 
many individuals and hence which be- 
come a fit subject for insurance, could 
be included with a medical care pro- 
gram, leaving the more routine, less cost- 
ly, anticipatory, controllable, unnecessary 
and luxury forms of care to be borne 
by the individual as the least costly, most 
expeditious manner of handling such 
costs. Such an approach would have the 
added virtue of not segmenting dental 
care costs from other costs for medical 
care, since to the individual pocketbook 
they become one total cost. 

Initial care, or care for the accumu- 
lated needs, can present a problem to 
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insurers which is novel as respects dental 
care; but means can probably be found 
to cope with this. Maintenance care also 
presents problems but ones which are 
not unique to dental care and. hence, 
which are subject to solution. Group in- 
surance coverage for the costs of dental 
care would appear to be feasible from 
an operational standpoint at such time 
as a desire arises to purchase it. 

Other or alternate approaches to an 
insurance or prepayment program which 
might be taken to routine dental care 
include the development of budget pay- 
ment plans for financing dental care. 
commensurate with the installment buy- 
ing mechanism which has come to play 
an increasing role in our personal econ- 
omy; third party payments for care, these 
usually being by employers or unions, or 
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the provision of dental care on a direct 
basis by employer or labor unions.*® 
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Salute to the American Dental Association: 


a century of leadership 


Leroy E. Burney,* M.D., Washington, D. C. 


It is a privilege and a personal pleasure 
for me to be here today. This occasion is 
a proud and happy one for you. I am 
sure I speak for the distinguished repre- 
sentatives of all the health professions 
present here when I say that we are 
honored to share in your happiness and 
your pride as you observe the centennial 
year of the founding of the American 
Dental Association. 

The century which the Association has 
just completed brought many new social 
and cultural developments to the West- 
ern World. Industrialization, mechaniza- 
tion, and urbanization have _revolu- 
tionized the conduct of business and 
professional affairs. Scientific and tech- 
nical accomplishments, undreamed of a 
century ago, have changed the whole 
concept of medical and dental practice. 
A growing population and an expanding 
economy are shaping the American way 
of life in its smallest detail. 

What have these dramatic develop- 
ments meant to the American Dental 
Association? We know that living or- 
ganisms must be adaptable to survive a 
changing environment. Organizations 
need the same flexibility to exist in a 
changing society. I believe, however, that 
a professional health organization must 
do more than adapt to change. If it is to 
survive, it must act as a catalyst in the 
admixture of social components in 
which it functions. 


The point I wish to emphasize is that 
professional organizations such as yours 
must not only anticipate social and eco- 
nomic developments and prepare to meet 
them before they arrive, they must also 
contribute to the very substance of the 
change. I submit, therefore, that the hall- 
mark of a responsible scientific profes- 
sional organization attests the quality of 
its leadership and foresight. 

The American Dental Association has 
demonstrated that special quality of lead- 
ership consistently throughout the 100 
years of its existence. The mantle of 
leadership was upon the shoulders of the 
26 men who gathered at Niagara Falls 
100 years ago to found this organization, 
and I know it has been handed on 
through the years to you who meet in 
New York City this week. The Associa- 
tion’s House of Delegates emphasizes the 
necessity for leadership with these words 
in its Principles of Ethics: “The dentist 
should be a leader in his community, es- 
pecially in all things leading to the im- 
provement of the dental health of the 
public.” 

I have chosen to discuss today a very 
few of the events which seem to me to be 
evidences of the high quality of your 
professional statesmanship. I could not 
possibly cite all of the accomplishments 
achieved during the past century, so I 
have selected five areas of professional 
responsibility in which your Association 
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has achieved a_ distinguished record. 
These are: 

1. The development of educa- 


tional program from the apprentice sys- 
tem to the professional level in the uni- 
versity family. 

2. The establishment of an enlight- 
ened and forthright national policy on 
dental health programs. 

3. The application of preventive prin- 
ciples in your clinical and public health 
practice. 

+. Continuing education of the pub- 
lic in dental health matters. 

5. Vigorous support of scientific den- 


tal research. 


STANDARDS FOR DENTAL EDUCATION 
AND PRACTICE 
Although dental education, like medical 
education, in America has gone through 
its time of troubles, your professional or- 
ganization has consistently accepted its 
primary responsibility for the quality of 
dental education and practice. Our coun- 
try has the distinction of being the birth- 
place of the first dental school in the 
world. Its establishment in Baltimore in 
1840 can be attributed directly to dental 
leaders who later participated in the or- 
ganization of the American Dental Asso- 
ciation. The period of proprietary dental 
schools persisted until well into this cen- 
tury, as was the case in medical educa- 
tion. But from 1926 onward, the stand- 
ards rose steadily under the impact of 
the now famous report on dental educa- 
tion, published by the Carnegie Founda- 
tion for the Advancement of Teaching in 
cooperation with leading members of the 
Association. 

In 1937, the Association 
Council on Dental Education 
sumed full responsibility for the accredit- 
ation of dental Within 
years, the Council had announced its 
“Requirements for Approval of a Dental 
School” which, with appropriate modifi- 


formed its 
and as- 


schools. two 


cations, have served ever since as stand- 
ards for curricula in the nation’s dental 
schools. In addition, the Association has 
taken the leadership in the training of 
ancillary dental personnel. The Council 
has accredited training programs for 
dental hygienists, developed training and 
certification programs for laboratory 
technicians and dental assistants. It has 
also sponsored a program of aptitude test- 
ing for predental students and has con- 
cerned itself with the recruitment of 
dental students. The Association’s activi- 
ties in this complex field of dental educa- 
tion have continued to increase. The ap- 
proval of hospital dental internships and 
residencies, the periodic collection and 
publication of data on dental school cur- 
ricula, faculties, and finances, and the 
promotion of continuing education for 
dentists are further evidences of your 
concern and action in discharging the 
primary responsibility of a learned pro- 
fession: the setting and maintenance of 
high standards for professional education 
and practice. 

It is not inappropriate at this point, I 
believe, to mention a current develop- 
ment which demonstrates clearly the 
imaginative foresight of the American 
Dental Association. I refer, of course, to 
the survey of the profession which is 
being carried out by a Commission on 
the Survey of Dentistry in the United 
States at the request of the Association. 
This evaluation which encompasses the 
four areas of dentistry—education, prac- 
tice, research, and service to the public 
will be of signal importance to your pro- 
fession and to the American people. The 
American Dental Association thus pro- 
claims that it is willing to risk learning 
that all the old problems have not been 
solved, to seek new and greater chal- 
lenges. In my opinion, this willingness to 
seek and face up to the facts of our times 
is the acid test of professional steward- 
ship. It is proof positive that your Asso- 
ciation represents a mature and socially 
responsible profession. 
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NATIONAL POLICY 
ON DENTAL HEALTH PROGRAMS 

In retrospect, however, we realize that 
our nation has had this proof for more 
than 20 years. In that period, the Asso- 
ciation has been a powerful force in shap- 
ing a forward-looking national policy 
concerning dental health programs. We 
in the public health field are keenly 
aware of the Association’s constructive 
partnership in developing and adminis- 
tering dental health programs for local 
communities, states, and the nation as a 
whole. 

In 1936, the year immediately follow- 
ing the establishment of the Social Se- 
curity Program, with its special provisions 
for grants to the states for health and 
welfare services, the House of Delegates 
of the American Dental Association en- 
dorsed the expansion of public health 
dental activities with the aid of federal 
grants. It recommended that funds be 
spent for dental health education of the 
public, research, surveys, and training of 
personnel. This action gave major im- 
petus to the development of dental pro- 
grams as we know them today. Since that 
time the United States Public Health 
Service and the Children’s Bureau have 
worked closely with various agencies of 
the American Dental Association at the 
national level in the development of 
these programs. 

This partnership of American dentistry 
and American public health has grown 
in strength and wisdom. For example, 
just last fall, the Association sent a de- 
tailed, carefully conceived questionnaire 
to each State health agency designed to 
‘identify present and future needs of den- 
tal health programs for personnel and 
financial support. These questionnaires, 
completed jointly by representatives of 
the State health agency and the State 
dental society, now are being reviewed 
by the Association. I am certain that the 
data they provide will be used to for- 
mulate appropriate future action on the 
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part of the Association to improve health 
programs. 

In 1938, the House of Delegates 
adopted its now well known “statement 
of principles” concerning dental health 
for the American people. This compre- 
hensive statement expresses the feeling of 
dentists that they, as a mature profession, 
must do more than provide high quality 
care for those who seek their services. 
I'd like to read the statement on dental 
care which is included among these prin- 
ciples because it typifies the social aware- 
ness of your profession. 

Dental care should be available to ali re- 
gardless of income or geographic location. 

Programs developed for dental care should 
be based on the prevention and control of den- 
tal diseases. All available resources should be 
used to provide adequate dental treatment for 
children and to eliminate pain and infection 
for adults. 

Dental health is the responsibility of the 
individual, the family and the community in 
that order. When this responsibility, however, 
is not assumed by the community, it should be 
assumed by the state and then by the federal 
government. The community in all cases shall 
determine the methods for providing service 
in its area. 

Such statements, of course, would be 
mere platitudes if concerted efforts were 
not made to initiate the recommended 
actions. That such activities are imple- 
mented is clearly supported by the record 
of accomplishments—a record I should 
like to discuss, particularly in the fields 
of prevention, health education of the 
public, and research. 


APPLICATION OF 
PREVENTIVE PRINCIPLES 


It has been said that the health profes- 
sions labor incessantly to destroy their 
reason for being. As a result of this quest 
for control of disease, many of the 


scourges of mankind have been con- 
quered, Dentistry has done a most effec- 
tive job in emphasizing the prevention as 
well as the treatment of disease. Almost 
from its beginning in the United States, 
the dental profession recognized the need 
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for initiating measures for preventing 
disease in childhood. 

Specifically, the dental profession has 
developed the periodic patient-recall sys- 
tem to a point which makes practical 
prevention individual 
basis. Dentists have taught the funda- 


mentals of tooth brushing and personal 


possible on an 


oral hygiene, and even though the “clean 
tooth” did decay, there is evidence now 
that the hygienic measures advocated so 
strongly by the profession are effective in 
reducing the incidence of periodontal 
disease. 

The profession has been even more 
forthright in its attitudes about the rela- 
tionship between diet and health. It has 
been almost the only voice to speak out 
the 
dulgence in sweets and other 


against harmful effects of overin- 
refined 
foods. 

But, more than anything else, the forth- 
right and active espousal of community 
water fluoridation has marked the dental 
profession with the stamp of leadership. 
Widespread water fluoridation was certain 
to have a significant impact on dental 
practice. Nevertheless, dentists 
diligently to bring the benefits of fluorida- 
tion to the entire population as quickly 
as possible even though it meant some 
change in the character of dental prac- 
tice. 

I am sure that in historical perspective 
the American Dental Association’s strong 
and vigorous advocation of water fluori- 
dation will stand high on the list of so- 
cially responsible actions of all the health 
professions. We in 


worked 


the other disciplines 
can learn much from studying the record 
of accomplishments of the dental profes- 
sion in preventive dentistry. 


DENTAL HEALTH EDUCATION 


Closely related to these efforts to estab- 
lish the concept of disease prevention 
firmly in the minds of the practitioner 
and the public is the dental health educa- 
tion program of the Association. 


This program is based on the principle 
that “dental health education should be 
included in all educational and 
treatment programs for children and 
adults.” Mark well that phrase “treatment 
programs.” At least three generations of 
American adults living today have re- 
ceived their best dental health education 
at the time when it is most effective—in 
the dental chairs of their family dentists. 
In my opinion, and that of thousands of 
other adults, the concept of prevention 
has been accepted and applied by the 
American public because the family den- 
tist has cared, and has taken the time to 
teach his patients and to answer their 
questions. Preventive dentistry is far 
more a reality in practice today than is 
preventive medicine. 


basic 


Comprehensive in scope, the Associa- 
tion’s dental health education program 
also helps the dentist to assume his role 
as a source of scientific information in 
his community. It provides materials to 
guide the development of school dental 
health programs, as well as continuing 
support to the health professions and the 
public in recognizing and dealing with 
dental problems. These and other activi- 
ties comprise a significant force in moti- 
vating individuals and families to im- 
prove and maintain their dental health. 


GROWTH OF DENTAL RESEARCH 


The last of the five areas I have chosen 
to discuss concerns the distinguished rec- 
ord of the dental profession in supporting 
research. Anyone familiar with the ad- 
vances in dentistry during the past half 
century cannot fail to recognize that re- 
search has been a very potent factor in 
this progress. As a result of the long-term 
activities of the American Dental Associ- 
ation, its Council on Research, and the 
several predecessors of that Council. re- 
search has become a principal influence 
in the evolution of dental practice. 
Immediately after the turn of the cen- 
tury, the American Dental Association 
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brought into being a Committee on Sci- 
entific Research. From this single action 
sprang a chain of events which was to 
culminate in a memorable triumph for 
this relatively young profession and for 
the American people. Let us examine 
some of the significant milestones in re- 
search established by the Association 
down through the years. 

In 1928, the Association created, 
through fellowships, its cooperative re- 
search-associate program at the National 
Bureau of Standards. This was indeed a 
milestone, for it marked the beginning of 
a long-overdue research and testing pro- 
gram on dental materials, and it led to 
the establishment of physical and chemi- 
cal standards for practically all dental 
materials in use today. These fellowships 
proved highly successful and were, in- 
deed, the prototypes of similar fellow- 
ships in biological research later estab- 
lished in the Public Health Service. 

In 1931, Dr. Hugh S. Cumming, then 
Surgeon General of the Public Health 
Service, appointed five dentists as con- 
sultants in dental research to function 
with the Service. Four additional con- 
sultants were appointed in 1933. The ap- 
pointment of dental investigators to the 
relatively small staff of the National 
Institutes of Health is convincing evi- 
dence that Dr. Cumming and his staff 
recognized at an early date a problematic 
relation between oral disease and certain 
systemic disorders. The Public Health 
Service had very limited resources for all 
types of research at that time. In 1941, 
the American Dental Association estab- 
lished a research-associate program at the 
National Institutes of Health in the field 
of biology as it relates to dental disease. 

The Public Health Service is deeply 
proud of the scientific contributions of its 
small staff of dental investigators in that 
early period, 1931-1948. They include 
epidemiologic studies which established 
a causal relationship between a _ high 
fluoride content in natural waters and a 
high prevalence of mottled enamel in 
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populations drinking such waters. They 
include the development of the DMF in- 
dex as a yardstick for the quantitative 
measurement of the dental caries experi- 
ence of school children. And they include 
the now classic progressive studies con- 
ducted on topical fluoride treatment and 
fluoridation of public water supplies as 
methods of reducing dental caries in chil- 
dren. I could mention other contribu- 
tions, but these three constitute a series— 
a continuity of progress which has meant 
immeasurable benefit to the nation’s 
health. 

Like the American Dental Association, 
we in the Public Health Service were not 
content with these contributions, how- 
ever. We saw the need for expanded sci- 
entific research in dental and oral health. 
Therefore, I believe we will all agree that 
the most significant milestone of recent 
years is the establishment in 1948 of the 
National Institute of Dental Research as 
an integral part of the National Institutes 
of Health. Once again, the Association, 
through its National Health Program 
Committee and its Research Commission, 
played an active part in stimulating this 
Congressional action and subsequently in 
helping to develop a national program 
of dental research. 

It is a happy circumstance that this 
centennial year of the American Dental 
Association also will be marked by the 
construction of a four million dollar labo- 
ratory for the National Institute of Den- 
tal Research. The facilities and equip- 
ment of the new laboratory are especially 
designed for the expanded program of 
fundamental and clinical research which 
our dental scientists have planned. 

More important for dentistry and the 
health of the American public, however, 
is the striking increase in scientific re- 
search in other dental institutions. The 
fiscal year 1950 marked the beginning of 
special appropriations for aid to dental 
research. At that time, the National In- 
stitute of Dental Research was support- 
ing 20 research projects in the amount of 
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$200,000. Less than half of the nation’s 
dental schools had identifiable research 
activities. Support for the training of 
scientists in dental schools was limited to 
$35,000—enough to provide about a 
dozen research fellowships. 

Today, those figures have been raised 
—to 300 projects in dental schools and 
other research institutions throughout the 
country. The funds available for this 
purpose have increased to almost three 
and a half million dollars. All but one 
of the nation’s dental schools have de- 
veloped research programs. Funds for 
research fellowships have increased more 
than tenfold, to almost $500,000. During 
the past two years, graduate research 
training programs have been organized 
in 16 dental schools, with federal support 
in the amount of $650,000. In addition, 
45 schools are receiving support for part- 
time student research fellowships. Each 
of these schools awards such fellowships 
to six students selected to assist seasoned 
investigators and to gain through asso- 
ciation and experience some insight into 
the opportunities of careers in research 
and teaching. 

I might close on this triumphant note. 
For the union of dental education and 
dental research is a triumph. From it will 
come the triumphs of American dentis- 
try’s second hundred years. 


THE CHALLENGE AHEAD 


The triumphal path will not be “roses, 
roses, all the way,” however. There are 
enough obstacles to challenge the highest 
abilities of the dental profession, col- 
lectively and individually. 

Finding ways to provide more dental 
care for larger numbers of people is one 
of these challenges. The predicted in- 
crease in population places the total for 
the United States around 220 million by 
1970, in comparison with 180 million 
today. At present rates of production, 
dental education will not be able to hold 
the line at the present inadequate ratio 
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of 57 dentists per 100,000 population. 

No health profession in the country 
has been so long aware of this problem 
of manpower as the dental profession; 
none more assiduous in thoughtful study 
of needs; none more constructive in its 
efforts to solve the problem. The Ameri- 
can Dental Association has presented 
convincing evidence to the United States 
Congress repeatedly, showing the national 
need for the construction of additional 
dental educational facilities, and recom- 
mending the provision of federal grants 
for this purpose. In 1958, for example, 
the Association stated that in the next 
ten years educational facilities would 
have to be expanded at the rate of two 
schools per year, bringing the total an- 
nual production of dental graduates to 
5,100 by 1975. 

This expansion—even if it could be 
started next year—would not improve 
the nation’s present situation. It would 
merely help to hold the line at the pres- 
ent level of dentist supply. Now that the 
dental profession has taken the leader- 
ship in the development of prepayment 
dental care programs, the need for in- 
creased dental manpower becomes even 
more urgent. 

Although it is generally conceded that 
the standards of American dentistry are 
the highest in the world, it must be said 
in candor that only a small proportion 
of the American people enjoy a com- 
parable standard of dental health. Recent 
estimates show that in 1957, 30 per cent 
of American adults over 35 years of age 
had lost all of their teeth. It is also esti- 
mated that only 4 in 10 of the American 
population aged five years and over visit 
their dentists in a one year period. A 
large proportion of the remainder go 
three years or more without obtaining 
dental care. Yet dentistry has established 
the fact that, on the basis of available 
knowledge, only regular dental care will 
maintain dental health. In our highly 
industrialized society, human teeth will 
not remain healthy without such care, 
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even in those fortunate individuals whose 
heredity provides some resistance to en- 
vironment and disease. 

These facts are the supreme challenge 
to the dental profession in its next hun- 
dred years. It will be met, I believe, long 
before another century of progress is 
celebrated. Scientific research and tech- 
nology will produce the new knowledge, 
equipment, and procedures to solve many 
difficult biological, physical, and chem- 
ical problems in dental health. Expanded 
dental education can and must produce 
more dentists—practitioners of the high 
quality that has given American den- 
tistry its world-wide reputation. Ways 
now known and ways as yet unimagined 
will be adopted universally by dentists, 
whereby their professional skills are con- 
served, their outreach to persons in need 
of care, extended. Unflagging concern 
and action on behalf of local, state, and 
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national health programs will bring the 
American people ever closer to the goal 
of dental health. 

Having laid the foundations truly and 
soundly for a second century of progress, 
American dentistry turns with confidence 
and pride to its professional organization 
as its representative in attaining its ob- 
jectives in education, research, service to 
the public,—and leadership. On this 
happy occasion, your colleagues in all the 
health professions salute the American 
Dental Association. We know it has 
earned the right to say: 

“Grow old along with me! The best is 
yet to be!” 


Presented before the National Health Luncheon, 
American Dental Association Centennial Session, New 
York, September 15, 1959. 


*Surgeon General, U.S. Public Health Service. 


Quackery in Nutrition * The most widespread quackery in the United States today is in the 
field of nutrition. The American Medical Association says it is costing some ten million Amer- 
icans 500 million dollars each year. This racket is based on misstatement of the facts of the 
science of nutrition. More people seem to believe more bunk about food and nutrition than 
about any other single topic in the health field—and perhaps any other field. . . . Food faddism 
today has aspects of an organized movement that is self-supporting and actively seeking new 
converts. . . . An especially disturbing feature of food faddism is persistent emphasis on the 
theme that the American food supply, unmatched in quality throughout the world, is deficient, 
over-processed, or poisoned by fertilizers, pesticides, and food additives. There are indeed 
serious new problems of food protection brought about by changing technology that are under 
constant study, but nothing to warrant the grossly irresponsible and inaccurate statements which 
have appeared in some faddist books and sensational magazines. Wallace F. Janssen, Quackery 
and the News. Pub. Health Reb. 74:635 July 1959. 
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Dental epidemiology: a new field for service 


The spectacular growth of public health dentistry during the past quarter of a cen- 
tury has resulted in the development of a new area of service—dental epidemiology- 


which promises to achieve a prominent place among public health practices. 

Although dentistry shares with pediatrics the honor of being among the first of the 
health professions to recognize the importance of preventive health services, it has 
lagged in developing one of that service’s most important branches—epidemiology. 

In its earliest years, epidemiology dealt entirely with acute disease, mainly with 
acute infection in epidemics. Dental diseases, like other chronic disorders, aroused no 
interest among the early epidemiologists. As soon, however, as it became apparent 
that the epidemiologist must extend his interest to the endemic behavior of all forms 
of disease, dentistry recognized its opportunity and began to encourage the develop- 
ment of dental interest in that field. Among the first of the dental epidemiologists 
were those who pioneered in the field of fluoridation. 

“The accomplishments of dental epidemiology are impressive,” states John E. 
Gordon in a recent issue of the American Journal of Public Health. “The investi- 
gations on mottled enamel or dental fluorosis in the western United States rank 
among epidemiologic classics, along with those of Panum on measles, Snow on 
cholera, and Goldberger on pellagra.” 

The basic function of epidemiology is to determine the frequency and distribu- 
tions of mass disease, thus providing the information needed for organization, 
guidance and evaluation of public health programs. A second function is to obtain 
an answer to a specific question about an isolated variable or combination of variables. 
A third function is to hold field trials where agents or methods for controlling disease 
may be evaluated. All three uses of the epidemiologic method have found application 
in dentistry—-for instance, in the studies of caries and dental fluorosis, in the de- 
termination of fluorine as the anti-caries agent, and in the controlled Newburgh- 
Kingston studies of fluoridation. 
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Periodontal disease is the epidemiologic problem of the immediate future. Mal- 
occlusion in its mass relationships also is an appealing subject for epidemiologic 
investigation. The mouth and its adjacent structures should provide exceptional 
opportunity for the investigation of congenital anomalies. 

In view of their importance, public health has far too few dental epidemiologists. 
Undergraduate instruction in preventive dentistry, suggests Gordon, should be built 
around a framework of epidemiology, as is the trend in medical education. Dentistry 
through graduate instruction must take responsibility for developing its own 
epidemiologists. The start which has been made by a few schools must be extended 
by others. 

The success attained by epidemiologists in the field of fluoridation prompts the 
prediction that their services can be equally productive in other dental fields. In fact, 
it would seem that the day is not far distant when, in the interest of public health, 
dental epidemiology will become an integral part of the nation’s general epidemio- 
logic effort. 


demiologic perspective. Am. J. Pub. Health. 49:1041 Aug. 1959 


Air Force expands its mass casualty training 


program to include dental officers 


A major breakthrough in the wall of resistance to the training of dentists and other 
nonmedical members of the health profession in the principles and technics of 
disaster medical care has just been announced. The Surgeon General of the United 
States Air Force, Oliver K. Niess, has recommended the immediate service-wide 
institution in the Air Force of cross-discipline training programs for all professional 
and allied-sciences personnel in emergency medical and surgical procedures essential 
for effective management of mass casualties. 

This is the first active recognition by an important segment of the medical pro- 
fession of the need for such training as enunciated in the report of the American 
Medical Association’s National Commission on Emergency Medical Care released 
earlier this year. 

The dental officer training phase of the Air Force program will include instruction 
and exercises in such subjects as resuscitation, shock, treatment of contusions and 
lacerations, treatment of fractures and burns and the recognition and handling of 
radiation sickness. Dental officers will scrub-up as members of surgical teams in Air 
Force hospitals and will function as active participants or observers in the surgical 
and medical management of all types of emergency admissions, not excluding 
obstetrics. The assimilation of such comprehensive training will make every dental 
officer an effective member of the disaster medical care team, capable of functioning 
efficiently and, if necessary, independently in a mass medical emergency. 

The program announced by the Surgeon General should have a beneficial effect 
on the attitude of those members of some local medical societies who have been 
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reluctant to cooperate in the development and operation of realistic training pro- 
grams for dentists in the field of disaster medicine. 

Only in the military does command authority exist for the establishment of a 
program of this type. Its adoption on a national scale in civilian life can be ac- 
complished only with approval and positive support of medical societies in each com- 
munity. In the interest of national defense and for the protection of American 
people it is sincerely hoped that the vigorous and timely action of the Surgeon 
General will set an example for his civilian brethren. 

Major General Oliver K. Niess, Surgeon General of the Air Force, is to be con- 
gratulated for his farsighted efforts on behalf of civilian defense. 


Tooth cleanser claims to be cleaned up, 


promises Federal Trade Commission 


As the world enters another New Year, responsible men in both business and the 
professions are deeply concerned—concerned over the increasing tendency toward 
untruthfulness which has crept into all forms of sale promotion, primarily in adver- 
tising, ruining its reputation, lessening its effectiveness and causing untold harm to 
thousands of unsuspecting, naive people. Concern over the past and present is 
matched by concern over the future. Will such artful deception be allowed to con- 
tinue? Fortunately at least two important actions were taken late last year which 
should lessen the latter concern: (1) announcement by the Federal Trade Com- 
mission of its intention to request more funds to step up its investigation of fraudulent 
advertising and (2) the issuance of a complaint by the Federal Trade Commission 
against the Colgate-Palmolive Company alleging unsupported claims made for 
Colgate Dental Cream with Gardol, one of its highly touted tooth pastes. 

Aroused by the public’s reaction to the recent exposé of certain more or less com- 
mon and accepted practices and policies in the advertising world, the chairman of 
the Federal Trade Commission, Earl W. Kintner, promises that the Commission 
“means business” and that it is determined to “fully discharge its duties” to protect 
the public from false and misleading advertising claims. As evidence that Chairman 
Kintner’s words are not mere promises and that his Commission really “means busi- 
ness” is the action taken by the Commission against the Colgate-Palmolive Company 
charging specifically that the claims made for Gardol are “false, misleading and de- 
ceptive.” Following are the more pertinent paragraphs from the Commission’s 
complaint: 


PARAGRAPH FOUR: In the course and conduct of its business and for the purpose of 
inducing the purchase of Colgate Dental Cream with Gardol, respondent has advertised said 
product by means of advertisements in magazines of national circulation, and newspapers and 
by television commercials broadcast over nationwide networks. 


PARAGRAPH FIVE: Respondent, by means of the aforesaid advertisements and television 
commercials, has represented, directly or by implication, that Colgate Dental Cream with 
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Gardol forms a “protective shield’ around teeth, thereby affording the users thereof com- 
plete protection against tooth decay or the development of cavities in their teeth. 


PARAGRAPH SIX: The aforesaid representations are false, misleading and deceptive. 
In truth and in fact, the said Colgate Dental Cream with Gardol does not afford the users 
thereof with complete protection against tooth decay or the development of cavities in their 
teeth by forming a “protective shield” or otherwise. 


PARAGRAPH SEVEN: In the conduct of its business, at all times mentioned herein, 
respondent has been in substantial competition, in commerce, with corporations, firms and 
individuals in the sale of dental cream. 


PARAGRAPH EIGHT: The use by respondent of the aforesaid false, misleading and 
deceptive representations and practices has had, and now has, the capacity and tendency to 
mislead members of the purchasing public into the erroneous and mistaken belief that said 
representations were, and are, true and into the purchase of substantial quantities of re- 
spondent’s product by reason of said erroneous and mistaken belief. As a consequence thereof, 
substantial trade in commerce has been, and is being, unfairly diverted to respondent from its 
competitors and substantial injury has thereby been, and is being, done to competition in 
commerce. 


PARAGRAPH NINE: The aforesaid acts and practices of respondent, as herein alleged, 
were and are all to the prejudice and injury of the public and of respondent’s competitors and 
constituted, and now constitute, unfair and deceptive acts and practices and unfair methods of 
competition, in commerce, within the intent and meaning of the Federal Trade Commission Act. 


Dentists and all others in the health professions will watch the outcome of this 
action by the Federal Trade Commission with the hope that it will break not only 
the shield that has protected the unfounded claims of Colgate Dental Cream with 
Gardol but also the equally fantastic claims made by many of that dentifrice’s 
competitors. 


Years of experience have proved that a good dentifrice is an honest, hard-working 
member of the cosmetic family. No glib-tongued huckster should be permitted to 
tarnish its reputation by claiming for it virtues it does not possess. 
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News from Great Britain 


BRITISH DENTAL ASSOCIATION 


In an editorial in the British Dental Journal 
of November 3 headed the “Future of Con- 
servative Treatment” the following passages 
appear: 

“A conservative Government now has the 
responsibility of the health of the nation for 
the next four or five years and therefore also 
the opportunity, in an expanding economy, of 
making improvements to those parts of the 
National Health Service which all are agreed 
are far from ideal. 

“The Beveridge Report, published in 1942, 
presented the argument for a National Health 
Service and said in paragraph 435, ‘There 
appears to be ground for regarding a develop- 
ment of preservative dental treatment as a 
measure of major importance for improving 
the health of the nation.’ The dental provisions 
in the National Health Act were designed for 
this purpose and have done much to combat 
the steady stream of disease with which the 
profession is faced. But it has now become 
quite obvious that much of the money and 
effort expended will be negatived unless the 
Minister of Health gives his immediate atten- 
tion to three urgent dental problems: the lack 
of knowledge of dental hygiene on the part of 
the general public, the present inappropriate 
organisation of the School Dental Service, and 
the provision of new dental schools for training 
an adequate number of recruits to the dental 
profession. 

“Three years ago the Interdepartmental 
Committee under Lord McNair recommended 
the establishment of a standing committee to 
ensure a suitable programme of dental health 
education for the public. After strong pressure 
from the Association such committees 


were 


duly set up in both England and Scotland. 
The interest that was taken by the last Govern- 
ment in this important work of conserving 
teeth by teaching the public how to avoid 
unnecessary dental disease can be assessed by 
the fact that neither committee has so far been 
granted any money at all. The first task of the 
Minister of Health in the new Government 
must be to ensure that these committees receive 
an adequate grant from public funds, and that 
they are not left to carry on their work with 
such money as they can beg from industrial 
firms whose views on the subject are more en- 
lightened than those of the last Government. 

“The School Dental Service at present lan- 
guishes under the combined blight of indiffer- 
ence at the Ministry of Education and an off- 
cial local authority policy which shows no 
understanding of the needs of the patient or 
the work of the dentist. 

“It is time that Parliament woke up to the 
plain unvarnished fact that the teeth of the 
children of this country are rotting at an ever- 
increasing pace, and that despite the heroic 
efforts of a pitifully small band of school dental 
officers, by the time this new Government 
demits office hundreds of thousands more chil- 
dren will have left school with diseased and 
permanently mutilated raouths. If no drastic 
steps are taken to remedy the present situation 
then perhaps the Minister of Health should 
seriously consider whether to continue the 
delegation of his responsibilities to the Minister 
of Education. 

“Unless the Minister of Health can persuade 
his colleagues in the Government that the build- 
ing of dental schools must be a first priority, 
then it seems probable that within the next ten 
years some of the dental services of the country 
will have come to a standstill for lack of 
trained dental surgeons. 

“The only purpose of Government is to 
ensure so far as possible the well-being of the 
Nation: health is the basis of the full and 
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happy life; education and employment are 
largely dependent on it. It is therefore one of 
the greatest absurdities of present-day govern- 
ment that the Minister of Health is not of 
Cabinet rank. Since the National Health Serv- 
ice started eleven years ago there have been 
no less than seven Ministers of Health. Is it to 
be expected that the Service will be at its best 
when the post of Minister of Health is only a 
minor one, and is generally regarded as being 
merely a stepping stone to a higher political 
position? Surely it is time that members of the 
House of Commons insisted that the man who 
is the head of such an important Service 
should occupy the position within the Cabinet 
which his responsibility for the health of the 
Nation requires.” 


PARLIAMENT 


Mr. R. A. Butler, Home Secretary and Leader 
of the Conservative Party, spoke before mem- 
bers of the Essex Branch of the British Dental 
Association. In his speech Mr. Butler said that 
the early industrial revolution brought about 
immense wealth at one end and immense pov- 
erty at the other, but it left the professional 
classes about the same. The new industrial 
revolution, however, had had the most extra- 
ordinary effect. 

“It seems to me,” he went on “to have 
brought about even greater scientific advance 
and at the same time much less poverty, but it 
has created new classes in our society whose 
rewards in so far as pay packets are concerned 
exceed those of the professional classes. 

“This is a situation which I do not think 
public men or women have fully apprehended. 
We are left with the phenomenon that the 
professional classes—particularly in so far as 
their children’s education is concerned—are 
very often treated worse in relation to the 
rewards given by the State than the new classes 
created by the new industrial revolution. It is 
this sort of problem to which I think we must 
address ourselves in the next five years.” 

Mr. Butler went on to say, “I would like 
you to know that in relation to the Royal Com- 
mission (on the remuneration of physicians 
and dentists) we are interested in the future 
of practitioners which arises under the Minister 
of Health. In relation to your own profession 
we are vitally interested in your own content- 
ment and satisfaction, by the manner in which 
the massive Health Service is treating you, 
personally, as individuals. We have had to im- 
pose, from time to time, charges of a very 
disagreeable character, the equity of which I 
think is in question. 

“T am not making you any offers or promises 
of any sort, but I am saying that I think that 
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those who practise in the Health Service, as 
you do, need your conditions of personal serv- 
ice, the conditions of your expenses, and the 
conditions of the charges imposed to be exam- 
ined in the light of modern knowledge. I have 
no doubt myself that in the sphere of health 
generally there will have to be a considerable 
review over the next few years.” 

The Home Secretary went on to refer to the 
“grumbles” of the profession and said that he 
had had these passed on to him. 

“T realise perfectly well that you are not 
solely interested in your own welfare, but also 
in rendering service in one of the greatest ex- 
periments ever made by humanity; that is 
broadly, rendering the equivalent services to 
all sections of the community regardless of 
class and interest. You have no patrons except, 
ultimately, the public; you are entitled to put 
before those in power your point of view. 

“We can even out your difficulties, we can 
improve the conditions which give rise to your 
grievances, and that I think we will be able 
to do in these five years before us, and we 
certainly would like to do so, and I, as a 
hostage, will be in your midst.” 

Mr. Butler concluded by saying, “In science 
today or in art, whichever you call your pro- 
fession, there is no immediate patron who will 
come to you out of a shower of gold. That is 
impossible today; that is the result of the 
evenness of our democracy. Nevertheless in the 
skill with which you perform your work there 
will be a satisfaction and a reward; and there 
will also be a mead of praise. And in the 
modern world I think that is all that many of 
us, including me in my profession, can expect.” 


GENERAL DENTAL COUNCIL 


The following classified advertisement was 
issued by the General Dental Council: 

“Registered dental surgeons with experience 
in teaching and administration are invited to 
apply for the post of Director of a school to be 
opened in October, 1960 at New Cross, Lon- 
don, S.E. 14, for the training of dental auxil- 
iaries in accordance with the provisions of the 
Dentists Act, 1957. The appointment will be 
for a period of five years from April 1, 1960 
at a salary of £3,385 a year.” 

This indicates that the selection and training 
of Dental Auxiliaries of the New Zealand den- 
tal nurse type, in accordance with the powers 
granted the General Dental Council under the 
1956 Dental Act, is soon to begin. 

Naturally the profession is divided in its 
view about these plans to introduce anciliaries 
of this type into dentistry. One practitioner is 
quoted as saying: 

“The Government’s remedy—one might say 
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secret remedy—is to launch a bold scheme of 
dilution. Young ladies are to be recruited to 
take a shortened course, less than half that 
required of a legally qualified dentist today, 
before commencing operations on the public 
at the earliest in 1962. The standard is to be 
lowered not raised.” 

In reply to this another practitioner writes 
that he has been to New Zealand fairly re- 
cently, and the dental nurses there are far from 
half trained. He states: “They are very well 
trained for the job they are destined to do.” 
Their use is limited to the treatment of chil- 
dren from 2 to 11. The nurses are not ill 
trained over a large field, but well trained over 
a restricted field. That is why it is a distortion 
to consider them as dilution. Suffice it to say 
the experiment, and such it really is, will go 
on, so that the value of anciliaries of the New 
Zealand dental nurse type can be properly 
judged in the United Kingdom. 


ITEMS OF INTEREST 


Royal College of Surgeons of England * A 
magazine dealing with the Centenary Celebra- 
tions held at the Royal College of Surgeons of 
England was published last November. The 
issue contained the first Menzies Campbell 


News from Brazil 


STATISTICAL DATA 


According to the official publication “Anuario 
do IBGE-1958,” there were 33 dental courses 
in Brazil in 1958. Of these, there were 9 fed- 
eral, 10 state and 14 private courses. Al- 
together, 864 teachers were engaged: 273 in 
federal schools, 270 in state, and 321 in private 
universities. There were only 34 women on the 
teaching staffs, as compared to 830 men. Four 
thousand nine hundred and ninety-three stu- 
dents were registered at dental schools in 1958: 
4,102 men, and 891 women. There were 1,564 
students at federal schools, 1,133 at state 
schools, and 2,296 at private universities. 
The Brazilian Ministry of Education and 
Health registered 1,120 new dental diplomas 
during the year of 1957: 959 for men and 161 
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lecture delivered by Prof. R. V. Bradlaw; the 
papers delivered at the Symposium on Cleft 
Palate; the addresses about the Odontological 
Museum delivered at the formal opening, and 
an account of the celebration as a whole. 


Royal Society of Health «+ At a meeting of the 
Council of the Royal Society of Health held in 
London on October 13, Dr. W. G. Senior, 
C.B.E., was formally installed as chairman for 
1959-1960. Dr. Senior, who is Chief Dental 
Officer at the Ministry of Health, is the first 
dental surgeon ever to hold this position. 


Retirement of Professor F. C. Wilkinson * A 
number of farewell functions were given by 
various sections of the staff at the Eastman 
Dental Hospital and the Post-Graduate Insti- 
tute of Dental Surgery to Prof. F. C. Wilkinson 
who has retired from his post as director of the 
Hospital and dean of the Institute. The many 
friends and colleagues of ‘Prof’ Wilkinson, 
both at home and abroad, will join in wishing 
him a very happy retirement after his many 
years of fruitful and successful toil in the field 
of dental education, which have left their 
permanent mark on the practice of dentistry. 
G. H. Leatherman, 

D.M.D., F.D.S., R.C.S., F.A.C.D. 


for women. The ages of these new dentists at 
the time of graduation were: 

Up to years: 

21 to years: 

26 to years: 

31 to years: 

36 to years: 

Over years: g 

Of this total of 1,120, all but 25 were born 

in Brazil. 


SIXTH DENTAL WEEK OF 
OF RIO GRANDE DO NORTE 


THE STATE 


With a record attendance in comparison to the 
previous “‘Weeks” held in that state, and with 
a well-organized program, the State of Rio 
Grande do Norte held its Sixth Dental Week 
September 8-13, 1959. The opening ceremony 
was attended by Mr. José Pinto Freire, mayor 
of the city of Natal, where the meeting was 
held; Professor Onofre Lopes da Silva, dean of 
the University of Rio Grande do Norte; 
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Professor José Cavalcante Melo, dean of the 
Faculty of Pharmacy and Dentistry of Natal; 
Professor Alfredo Reis Viegas, president of the 
Brazilian Union of Dentistry, and several other 
dignitaries. 

In addition to an extensive and successful 
scientific and social program, the following 
courses were given during the convention: 
anesthesiology, surgery, endodontics and fixed 
prosthodontics, taught respectively by Professor 
Alfredo Reis Viegas, Dr. Sérvulo Barroso, Pro- 
fessor Augusto Motta Borges, and Dr. Marcelo 
Augusto Galante. These courses were attended 
by 75 dentists. 


FUTURE DENTAL CONVENTIONS 


The official calendar of the Brazilian Union of 
Dentistry lists the following conventions: 
January 22-25 at Botucatu, SAo Paulo; sec- 
ond week of July, Campos, Rio de Janeiro; 
one week in forepart of August, Pogos de 
Caldas, Minas Gerais; July 28 to August 1, 
Bauri, Sao Paulo, September, Fourth Dental 
Convention of the State of Pernambuco, Caru- 
ari, Pernambuco; April 1, Second Dental 
Convention of Sao Paulo State Association 
(50th anniversary of that association), Sido 
Paulo, SAo Paulo; second half of July, 1962, 


Eighth Brazilian Dental Convention, Curitiba, 
Parana, and July, 1964, Ninth Brazilian Dental 
Convention, Rio de Janeiro, Federal District. 


COUNCILS OF DENTISTRY 


In view of the difficulties in controlling the 
activities of dentists in such a large and 
sparsely inhabited country as Brazil, a new 
law is being studied, creating Councils of Den- 
tistry in all states, territories and the Federal 
District. All practicing dentists would become 
members of the Council of their state or terri- 
tory. The purpose of these Councils would be 
to watch the legal and ethical aspects of the 
dental profession; they would held lawful 
powers to sanction penalties against the offend- 
ing members. These penalties would be, in 
order, confidential warning, official censure, 
suspension of professional activities for 30 days, 
and, finally, permanent prohibition to practice 
the profession in Brazil. The Councils also 
would be powerful weapons to fight illegal 
practitioners of the dental profession, who are 
difficult to control under present conditions. 
The Councils would be subordinated to the 
Federal Ministry of Labor, and their members 
elected by the dentists. 

Hans Freudenthal, C.D. 
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Constituent societies urged to eliminate 


‘objectionable’ features from dental 


laboratory accreditation programs 


In a recent letter, Harold Hillenbrand, 
Association secretary, reported to the pres- 
idents and other officers of constituent 
dental societies that “the federal Justice 
Department might initiate litigation 
against some constituent dental societies 
unless certain objectionable features are 
eliminated by the societies from their den- 
tal laboratory accreditation programs.” 
In recent conferences between repre- 
sentatives of the Association and the Jus- 
tice Department, the discussion centered 
around the following features of current 
dental laboratory accreditation programs: 


Mandatory Membership + The Justice 
Department questions the legality of re- 
quirements alleged to be contained in 
some constituent dental society programs, 
making it necessary for a dental labora- 
tory to join, or remain a member of, a 
particular dental laboratory association in 
order to gain and retain accredited status. 


Delegation of Administrative Responsi- 
bility * The Justice Department questions 
the legality of the alleged delegation by 
some constituent dental societies of the 
administrative responsibility for a dental 
laboratory accreditation program to a 
nonprofessional agency, such as a dental 
laboratory group. 


Program Publicity * The Justice Depart- 
ment questions the legality of the alleged 
publication by some dental societies of 
lists of accredited dental laboratories 
when coupled with editorial comment 
suggesting or recommending that the 
members of the dental society limit thei: 
patronage to the accredited dental labo- 
ratories. 

Dr. Hillenbrand’s letter further reads: 
“If your society has approved or is con- 
sidering the approval of a program for 
accrediting dental laboratories, I strongly 
urge that you eliminate or avoid the pro- 
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eram features described herein. I also 
recommend that you consult with the 
attorney retained by your society on this 
matter.” 

In a paper read at the eleventh State 
Secretaries’ Management Conference at 
the Central Office November 21, Mr. 
Bernard J. Beazley, secretary of the Coun- 
cil on Dental Trade and Laboratory 
Relations, said: 

“The Justice Department attorneys 
have indicated that the government will 
not file any civil actions against the in- 
volved constituent societies if the objec- 
tionable features of current programs are 
eliminated. A reasonable period of time 
will be permitted within which the de- 
sired changes are to be accomplished.” 


COUNCIL APPROVES REVISION 


The Council on Dental Trade and Labo- 
ratory Relations and the Association’s 
Board of Trustees, in response to a direc- 


tive approved by the 1959 House of Dele- 


gates, have approved a revision of the 
Association’s 1954 policy statement on 
dental laboratory accreditation. The ap- 
proved revision of the Association’s policy 
statement has been forwarded to the 
Justice Department and an evaluation 
requested. 


ILLINOIS DENTISTS MUST 
RE-REGISTER BY MARCH 31 


During the 1959 legislative session, some 
changes were made in the Dental Practice 
Act of the State of Illinois. It has now 
become necessary for all dentists licensed 
in Illinois to re-register. Those whose 
present address is registered with the De- 
partment of Registration and Education 
will receive application blanks early in 
January. These must be returned to the 
Department during the month of March. 

If this is not done, a dentist may find 
himself illegally practicing dentistry and 
subject to discipline by the Board of Den- 
tal Examiners, and financial penalties. 
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Those who have any doubt that their 
present address or addresses are regis- 
tered should write to the Department at 
Springfield immediately, giving name, 
address, and number of license. 


Association Affairs 


WARNS OF RISKS IN COLLAPSE 
OF BRITISH INSURANCE FIRM 


Dentists who have professional liability 
insurance with “Lloyds, London, and/or 
companies” are cautioned to determine 
the real identities of the insuring compa- 
nies with whom Lloyds’ brokers placed 
their coverage, according to Herbert C. 
Lassiter, secretary of the Association’s 
Council on Insurance. He says such den- 
tists may not have the protection they 
think they have. 

The AMA News has reported that the 
liquidation of the British Commercial 
Company, in September, may have sub- 
stantially reduced the professional liabil- 
ity insurance coverage of many physicians 
in this country. Dentists insured through 
“Lloyds, London, and/or companies” 
would be equally affected. The British 
Commercial Company was one of several 
companies with which Lloyds’ brokers 
customarily placed professional liability 
business. Its liquidation will have the 
effect of placing an insured practitioner 
against whom a professional liability claim 
has been successfully prosecuted in the 
position of having to satisfy a portion of 
the claim out of his personal assets and 
then to seek restitution as a creditor 
against the assets of the defunct company. 
The pro-rata distribution of the assets of 
a company in liquidation among its cred- 
itors normally results in the recovery of 
only a small portion of the amount owed 
each creditor. 

Where Lloyds alone is the insurer, no 
problem exists. But where “Lloyds, Lon- 
don, and/or companies” is the named 
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insurer, dentists should immediately ascer- 
tain the names of the companies actually 
underwriting their insurance. It is recom- 
mended that the information be obtained 
in writing from a person who has “bind- 
ing authority” on the underwriters. 


F.D.I. NAMES TWO ASSOCIATION 
STAFF MEMBERS TO COMMITTEES 


George B. Denton, Ph.D., consultant to 
the Association’s Bureau of Library and 
Indexing Service, has been named chair- 
man of the Sub-Committee on Odonto- 
Stomatological Terminology of the Re- 
search Commission of the Fédération 
Dentaire Internationale. Dr. Denton also 
has been re-elected a member of the Sub- 
Committee on the History of Dentistry of 
the same commission. 

Donald A. Washburn, director of the 
Bureau of Library and Indexing Service, 
was unanimously re-elected vice-chair- 
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man of the Sub-Committee on Documen- 
tation of the F.D.I.’s Commission on 
Dental Research. 


PUBLIC INFORMATION BUREAU 
PLANS NEW P.R. PUBLICATION 


Constituent and component societies are 
being asked to send details of successful 
public relations projects to Mr. William 
A. Logan, director of the Association’s 
Bureau of Public Information. 

These programs, along with hints for 
possible future public relations projects, 
will be printed in a new publication, to be 
known as Dental PR Exchange, which 
will appear early this year. Exchange is 
expected to be published bimonthly at 
first and every month later on. 

The new publication will be sent to the 
officers and appropriate committees of all 
societies, as well as the officers, trustees 
and delegates of the Association. 


ountries, were presented to the American Denta! 


gnition ceremony at the Centennial Session. The gifts were pre- 
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C. Willard Camalier, center, assistant secretary of the Asso- 
ciation and director of its Washington office, gave the grad- 
uation address in November to Class 22, Dentistry Advanced, 
at the Army Postgraduate School of Dentistry conducted by 
the Division of Dentistry, Walter Reed Army Institute of 
Research, Washington, D. C. At the left is Maj. Gen. James 
M. Epperly, DC, assistant Surgeon General, Department of 
the Army. Col. Thomas A. McFall, DC, right, is Director of the 
Division of Dentistry, Walter Reed Army Institute of Re- 
search. Dr. Camalier spoke on the functions of the Associa- 


tion's Washington office. 


COUNCIL ASKS DENTISTS TO 
SEND IN LABORATORY ADS 


The Council on Dental Trade and Labo- 
ratory Relations again reminds members 
of the Association that one of its contin- 
uing projects is a study of the advertising 
in public media of dental laboratories and 
mail order denture firms. 

Bernard J. Beazley, secretary of the 
Council, urges that dentists continue to 
clip any such ads they may see in news- 
papers and magazines. These clippings, 
together with the names and dates of the 
periodicals in which they appear, should 
be sent directly to the Council at the 
Central Office, 222 E. Superior St., 
Chicago 11. 


RELIEF FUND RECEIVES SUM 
AS BENEFICIARY OF WILL 


The American Dental Association Relief 
Fund has received a bequest of $100 as a 


beneficiary of the will of the late Earl P. 
McClung of Muncie, Ind. 

Dr. McClung, a graduate of Indiana 
Dental College in 1904, died April 4, 
1958, at the age of 76. He had received a 
50-year membership pin from the In- 
diana State Dental Association. 

As of November 30, 1959, the Relief 
Fund had reached 77.9 per cent of its 
quota of $100,000. Nine constituent so- 
cieties have contributed in excess of their 
quotas. 


DENTAL ABSTRACTS BEGINS 
FIFTH YEAR OF PUBLICATION 


With its January 1960 issue, Dental Ab- 
stracts will begin its fifth year of publica- 
tion. Founded by the American Dental 
Association in January 1956, the monthly 
Dental Abstracts has won recognition as 
one of the leading abstract journals in 
scientific literature. It has subscribers in 
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every country in the world where scien- 
tific dentistry is practiced. 

The December 1959 issue, which con- 
cluded the fourth volume of Dental Ab- 
stracts, contains subject and author 
indexes for the 12 issues published in 
1959. In addition, it lists the 274 dental 
and allied publications from 43 countries, 
from which original articles were ab- 
stracted and published in 1959. 

The subscription rate to Dental Ab- 
stracts is $6 a year in the United States, 
and $7 to subscribers outside the United 
States. Subscriptions may be sent to the 
Subscription Department, American Den- 
tal Association, 222 East Superior Street, 
Chicago 11. 


SLIDES OF POSTER SENT TO 

ALL TELEVISION STATIONS 
Slides of the poster for the 1960 National 
Children’s Dental Health Week 
been made and will be sent to every tele- 
vision station in the country, according to 
Perry J. Sandell, director of the Bureau 
of Dental Health Education. 

A brief script will be sent with each 
slide. A local announcer may, if he wishes, 
read the script while the slide is shown 
during a station break, Mr. Sandell ex- 
plained. 


have 


EDITION OF 
REMEDIES’ 


ISSUE 1960 
‘ACCEPTED DENTAL 
An informative statement on ataractic or 
“tranquilizing” drugs has been included 
in the twenty-fifth edition of Accepted 
Dental Remedies which is now available 
from the Order Department of the Amer- 
ican Dental Association. 
The Association’s Council on Dental 
Therapeutics and its consultants have re- 


viewed and rewritten the monographs in 
the expanded sections on dental thera- 
peutics. The reorganized format which 


made the 1958 and 1959 editions so 
popular has been retained, with addi- 
tional improvements. 


Accepted Dental Remedies 1960 con- 
tains 226 pages, and includes provisions 
for acceptance of products, a general in- 
dex, and a distributors’ index, and index 
of current reports from the Council and 
the Division of Chemistry, and an index 
of more recent reports on products not 
listed in the book, including those classi- 
fied in Groups B, C and D. The price is 
$3 per copy. 


International 


CONGRESS OF PAN AMERICAN 
MEDICAL GROUP MAY 2-11 


The next Congress of the Pan American 
Medical Association will be held May 2- 
11, 1960, in Mexico City. Five to six thou- 
sand physicians, dentists and their wives 
from the 22 member American nations 
are expected to attend. 

The scientific program of the Congress, 
through its 48 different medical sections, 
will include all branches of medicine, 
surgery and dentistry. Among 15 special 
panels will be one on the relationship of 
dentistry to medicine. 


Seated is Bruce L. Douglas, Fulbright Professor 
of Oral Surgery, Okayama University Medical 
S Department of Oral Surgery. Dr. Douglas 

editor of the Journal of the American Dental 
Society of Anesthesiology. Standing is Yoshio 
Watanabe, Professor of Oral Surgery at Okayama 
University. The photograph was taken by Jun 
|Imazato, of the Imazato Dental Clinic, Nishiwaki. 
Dr. Imazato is Japan's foremost baseball! fan. 
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Daniel F. Lynch, Washington, D. C., 
past president of the American Dental 
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American Congress on Pedodontics to be 
held February 21-27 in conjunction with 


the third reunion of the Pan-American 
Council of Dentistry for Children in 
Bogata, Colombia. 

They are Walter McBride, Samuel 
Harris, Sidney B. Finn, Joseph Hartsook, 
Albert Anderson, Harold Addelston and 
Elias Fass. 

The headquarters of the congress will 


Association, is president of the society's 
section on dentistry. 


SEVEN NORTH AMERICANS TO 
SPEAK AT COLOMBIA CONGRESS 


Seven prominent dentists of the United 
States will participate in the first Pan- 


After the 47th annual meeting of the Fédération Dentaire Internationale in New York, the Wash- 
ington, D. C., members of the FDI entertained at luncheon at the Army-Navy Club in Washington 
in honor of G. H. Leatherman, secretary-general, and other visiting members of the FDI. Front row 
(I. to r.): Mr. W. T. Sweeney, chief, dental research division, National Bureau of Standards; P. O. 
Pederson, dean, Roya! Denta! College, Copenhagen, Denmark; Rear Adm. Curtiss W. Schantz, chief, 
dental division, Bureau of Medicine and Surgery, U. S. Navy; Harold W. Krogh; Henry Swanson, 
chairman, local FDI group; C. Willard Camalier, director, Washington office, ADA; Riis Klausen, 
assistant secretary, FDI, Copenhagen; second row: Danie! F. Lynch, past president, ADA; Lennard 
Telander, assistant professor, Royal Dental School, Stockholm, Sweden; Dr. Leatherman; Capt. James 
A. English, Department of the Navy, Office of Naval Research; top row: John E. Fauber, assistant 
chief medical! director for dentistry, Veterans Administration; Maj. Gen. James M. Epperly, chief, 
dental corps, U. S. Army; John W. Knutson, chief dental officer, U. S. Public Health Service; Maj. 
Gen. James S. Cathroe, assistant for dental service, U. S. Air Force; F. A. Arnold, Jr., director 
National! Institute of Dental Research: George Paffenbarger, ADA senior research associate, Nationa! 
Bureau of Standards. 
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SCHOOL of DENTISTRY 
2 WSTITUTE GRADUATE DENTAL STUDIES 
3. SCHOOL of DENTAL HYGIENISTS 


A new Faculty of Dentistry recently was completed at Cairo Univer- 
ity, United Arab Republic. A photograph of the new school, on 
exhibit at the Coliseum in New York during the Centennial Session 
f the American Dental Asssociation, is observed by Professor Ayoub 
Amer, left, chairman of the oral surgery and oral roentgenology 
department, Cairo University, and LeRoy M. Ennis, past president of 
the American Dental Association and past consultant to the U.A.R. 


yovernment. 


be the College of Dentistry of the Na- 
tional University of Colombia. Travel 
arrangements are being handled by the 
Colombian Tourist Agency, Coltur, Ave- 


nida Jimenez #5-18, Bogota, Colombia. 


INDONESIAN DENTAL SOCIETY 
PLANS CONGRESS, EXHIBIT 


In commemoration of the tenth anniver- 
sary of the Indonesian Dental Association 
a congress and trade exhibit will be held 
during July in Bandung. 

Indonesia is a fast-growing country of 
80 million population and the demand for 
dental treatment, along with the rising 
standard of living and purchasing power, 
is steadily increasing. Prominent den- 
tists from other countries have been in- 
vited to lecture at the scientific sessions of 
the congress. 

The Indonesian Dental Association has 
offered to make arrangements with tour- 
ist agencies for visiting dentists who may 
wish to visit the tourist spots of the coun- 
try after attending the Congress. 

Information regarding immigration 
and currency regulations and further par- 
ticulars of the congress can be obtained by 


writing to: Dr. R. M. Soelarko, 55 Riau- 
street, Bandung, Indonesia. 


DENTAL STUDY CLUB OF USS.C. 
OF MEXICO TO HOLD SEMINAR 


The thirteenth annual seminar of the 
Dental Study Group of the University of 
Southern California of México will be 
held May 15-19 at the Hotel Pierre Mar- 
ques in Acapulco, Mexico. 

Members of the faculty will be Eman- 
uel Cheraskin, University of Alabama; 
Gordon M. Fitzgerald of the University 
of California; Ralph W. Phillips, Uni- 
versity of Indiana; Raymond L. Blan- 
cheri, University of California; Horacio 
Cruz Jasso, Monterrey, México, and Fer- 
nando Ortiz Monasterio, México City. 
Dean Willard C. Fieming, University of 
California School of Dentistry, will ad- 
dress the opening session. 

The Nutrition in Action Program will 
be continued under the direction of Mi- 
chael J. Walsh, Beverly Hills, California. 

Further information can be obtained 
from the secretary of the group, Guiller- 
mo Riquelme Cires, Pasco de la Re- 
forma 95-803, México 4, D.F. 
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Dental Societies 


RECORD ATTENDANCE EXPECTED 
AT DALLAS MIDWINTER CLINIC 


Ben Lawrence, general chairman of the 
thirty-third annual Dallas Midwinter 
Dental Clinic January 24-27, said early 
registrations indicated an attendance far 
in excess of any previous clinic. The ses- 
sions will be held at the Statler Hilton 
Hotel. 

Outstanding clinicians who will appear 
on the program are Balint J. Orban of 
Denver and Chicago; Henry M. Tanner, 
Los Angeles; Lester W. Boyd, Chicago; 
Lester E. Myers, Omaha; W. W. Wain- 
wright, Los Angeles; F. Harold Wirth, 
New Orleans; Willard T. Hunnicutt, At- 
lanta, Ga., and John H. Mosteller, 
Mobile, Ala. 

There will be 82 table clinics and 74 
exhibits. A number of related groups will 
meet in connection with the Midwinter 
Clinic, including the Southwestern Pedo- 
dontists and the Texas section of the 
American College of Dentists. 


JESERICH TO BE HONORED AT 
‘DISTRICT’ SOCIETY CLINIC 


Association President Paul H. Jeserich 
and Mrs. Jeserich will be honored at a 
reception which will be given during the 
twenty-eighth postgraduate clinic of the 
District of Columbia Dental Society 
March 13-16 at the Shoreham Hotel in 
Washington, D. C. 

A program of scientific session will in- 
clude limited attendance clinics, panel 
discussions, projected clinics, table clinics, 
a “Lunch and Learn” meeting, motion 
pictures and scientific exhibits. 


TESTIMONIAL DINNER FOR 
JAMES P. HOLLERS JAN. 11 


James P. Hollers, former president of the 
Texas Dental Association, will be honored 


. VOLUME 60, JANUARY 1960 © 115/101 


A check for $2,000 to buy equipment for the re- 
search laboratory of Baylor University College of 
Dentistry was presented by the Twelfth District 
Dental Society. Bert L. Means, left, president of 
the Fort Worth District Dental Society, handed 
the check to Dean Harry B. McCarthy at a com- 
bined meeting of the Fort Worth Society and the 
Dallas County Dental Society October 13 at the 
Texas Naval Officers Club, Grand Prairie. 


by the San Antonio District Dental So- 
ciety at a testimonial dinner January 11. 
The dinner will be held at 7 p.m. at the 
San Antonio Country Club. 

Dr. Hollers is a former consultant to 
the Civilian Health and Medical Advisory 
Committee to the Assistant Secretary of 
Defense (Health and Medical), and has 
been for many years consultant to the 
American Dental Association’s Council 
on Federal Dental Services. 


OREN A. OLIVER TO BE FETED 
AT APPRECIATION BANQUET 


An Appreciation Banquet honoring Oren 
A. Oliver of Nashville, Tenn., will be held 
Sunday, May 1, at the Hotel Peabody in 
Memphis. The Tennessee State Dental 
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Association, during its ninety-third an- 
nual session, will be host. E. Jeff Justis, 
Trustee of the American Dental Associa- 
tion’s Sixth District, is chairman 


Research 


NEW ZEALAND RESEARCH 
PROJECT DESCRIBED 


Upon the invitation of Mr. Walter Nash, 
the Prime Minister of New Zealand, Rear 
Admiral C. W. Schantz, USN, DC, as- 
sistant chief, Bureau of Medicine and 


Surgery (Dentistry) and chief of the 
Dental Division, recently met with the 
Prime Minister at the New Zealand em- 
bassy to discuss a research project being 
conducted by Capt. F. L. Losee, USN, 
DC. Captain Losee was co-principal in- 
vestigator with G. N. Davies of the Uni- 
versity of Otago Dental School, Dunedin, 
New Zealand. Admiral Schantz was ac- 
companied on his visit by Capt. C. A. 
Ostrom who represented the Command- 
ing Officer of the Naval Medical Re- 
search Institute, National Naval Medical 
Center, Bethesda, Maryland. 

Captain Losee is attached to the Naval 
Medical Research Institute and is cur- 


The Maine Denta! Society apparently 
believes in the old adage “‘like father 
ike son.’ Frank P. Gilley, right, is the 
current president of the society. 
Standing next to him is his father, 
Philip F. M. Gilley, who was president 
in 1938. At the left is Henry H. 
president, and be- 
side him his father, Giles C. Grant 
who was president in 1937. It is inter 
esting to note that in both cases a 


Gilley 


Grant, last year's 


succeeded a Grant. 


rently on an extended field assignment 
at the request of the New Zealand gov- 
ernment to direct an investigation of 
dental caries and soil relationship. Ex- 
tensive preliminary clinical surveys of the 
incidence of dental caries in children of 
certain communities indicated a strong 
influence by regional soil types. This re- 
search is designed to determine the rela- 
tionship between the trace elements in 
soil, pasture, food and water of selected 
areas to the trace elements in urine, bones 
and teeth of sheep; and in urine and ex- 
tracted teeth of children living in those 
areas. The resultant findings will be re- 
lated subsequently to the clinical dental 
condition of children living in those areas. 
The first year of investigation led to the 
selection of two pairs of communities 
where the caries incidence is lower, and 
in which the trace element contents of 
locally grown vegetables appear elevated 
in molybdenum, aluminum and titanium, 
and lower in copper manganese, barium 
and strontium. 


GEORGETOWN PLANS RESEARCH 
PROGRAM FOR HIGH SCHOOLERS 


In an effort to point a way to help meet 
the threatened shortage of dentists and 
physicians, Georgetown University this 
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summer will inaugurate a research pro- 
gram for pupils in high schools. 
According to Clemens V. Rault, dean, 
School of Dentistry, it will provide an 
opportunity for 20 boys and girls from 
the District of Columbia and metropoli- 
tan area high schools, public and private, 


_ to do research work in the Schools of 


Dentistry and Medicine at the George- 
town Medical Center and prepare for 
careers in dental and medical science. 

The students will participate as mem- 
bers of various teams engaged in research 
in some basic or clinical science and will 
include, in addition to the high school 
student and faculty investigators, a medi- 
cal or dental student research fellow. 
Students selected for the program will 
receive an award of $100. 


Dental Education 


LOYOLA PLANS NEW $5,000,000 
DENTAL SCHOOL AND CLINIC 


Plans were disclosed December 10 for a 
92 million dollar expansion program to 
get under way this year at Loyola Uni- 
versity, Chicago. The development pro- 
gram covers the next 40 years. 

In the first phase of the project, to be 
completed by 1970, one of six new build- 
ings will be a five million dollar dental 
school and clinic. This will be located in 
Chicago’s West Side Medical Center. 

“The new building will provide 156,000 
square feet, four times the present area, 
permitting enrollment expansion to 460 
students and expanded graduate re- 
search facilities and postgraduate refresh- 
er alumni courses,’ Dean William P. 
Schoen said. He also announced that a 
school for oral hygienists and dental as- 
sistants is planned. 

The dental school’s closed circuit 
television instruction, a pioneer venture 
among Illinois dental schools, will be 
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enlarged, and clinics equipped to provide 
special care for the handicapped child. 

“The clinic’s traffic pattern has been 
so conceived as to assure patients of very 
thorough examination and diagnosis be- 
fore treatment begins,” the dean ex- 
plained. An estimated 15 per cent in- 
crease in the present 70,000 patient visits 
recorded annually is anticipated. 

The new school and clinic will be con- 
structed as soon as funds are available. 
The university presently has $1,084,000 
for this project from the Loyola Fulfill- 
ment Drive and federal funds. A cam- 
paign is now under way for other money 
from the school’s 4,000 alumni, and from 
corporations and foundations. Annual 
dental alumni fund gifts are to be re- 
served for construction of the dental 
school. 

Also in the first phase of the university's 
expansion program is a new medical cen- 
ter on 54 acres in northwest Chicago. It 
will consist of a 300-bed hospital and out- 
patient clinic and an adjacent medical 
school building. Cost of this project is an 
estimated 18 million. 

The program’s second phase, starting 
in 1970 which is Loyola’s centennial year, 
calls for 15 additional buildings. 


DENTAL SCHOOLS ASSOCIATION 
PLANS 37TH ANNUAL SESSION 


The 37th annual session of the American 
Association of Dental Schools will be held 
March 20-23 at the Morrison Hotel in 
Chicago. An innovation at this meeting 
will be a technical exhibit program. 
The preliminary program lists a panel 
discussion of the survey on the charac- 
teristics and motivations of dental school 
applicants which was conducted by 
Nicholson, Kohn and Associates under 
the sponsorship of the American College 
of Dentists. A general session will be de- 
voted to graduate education in dentistry 
——its past and future, and another session 
to the evaluation of clinical performance. 
Election of officers will be held at the 
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The new Loyola University, Chicag 
dollar expansion plan, will be built « 
Chicago. The development program 
school is completed, it will permit enr 
graduate research facilities. 


official delegates’ luncheon ‘Tuesday, 


March 22. 


TWO FELLOWSHIPS AVAILABLE 
IN DENTISTRY FOR CHILDREN 


For those dentists who are licensed to 
practice in the United States and who 
can meet the entrance requirements of 
the School of Graduate Studies of the 
University of Michigan, two fellowships 
in graduate dentistry for children are 
made available by the Charles Stewart 
Mott Foundation of Flint, Mich. 

Each fellowship provides for 17 months 
of formal graduate study at the W. K. 
Kellogg Foundation Institute beginning 
September 12, 1960, with a living stipend 
of $150 per month and with tuition paid 
for three semesters and an intervening 
session of summer school. The candidate 
then reports to Flint where he gains 
valuable additional clinical experience in 
the Mott Foundation’s Children’s Dental 
Clinic at a stipend of $4,400 for a year. 
During this year it is possible to finish a 
program of research and prepare a thesis 
as one of the qualifications for the degree 


silding, part of Loyola's 92 million 
Side Medical Center of 


surgery 
ecade in the West 


vers the next 40 years. When the new dental 
to 460 dental 


students, and greatly expanded 


of Master of Science in Dentistry for 
Children. 

Any interested dentist can obtain 
further particulars about the Mott Foun- 
dation fellowships by writing to Kenneth 
A. Easlick, Professor of Dentistry, School 
of Dentistry, University of Michigan, Ann 
Arbor, Mich. 


ADVANCED COURSES IN 
PERIODONTICS AT BAYLOR 


Two special courses of advanced study in 
periodontology have been announced by 
the division of graduate studies at Baylor 
University College of Dentistry, Dallas, 
Texas. 

A nine-month course of postgraduate 
study, consisting approximately of half 
advanced study in basic science and half 
of clinical study, leads to the degree of 
Bachelor of Science in Dentistry. 

A 20-month course (two regular school 
terms and one summer session) leads to 
the degree of Master of Science in Den- 
tistry. A thesis is required. 

Details can be obtained by writing to 
the registrar of the school at 800 Hall St., 
Dallas 10. 
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ARMED FORCES INSTITUTE OF 
PATHOLOGY PLANS COURSE 


The Dental and Oral Pathology Division 
of the Armed Forces Institute of Pa- 
thology, Washington, D. C., announces 
its annual course entitled “Pathology of 
the Oral Regions,” to be presented 
March 14-18, 1960. 

The material presented will be on the 
biologic aspects of general dental prac- 
tice. Attendance is limited to 100, and 
requests to attend should be made im- 
mediately since registration is very heavy. 


NEW INTERNSHIP AVAILABLE 
AT BALTIMORE HOSPITAL 


The Children’s Hospital of Baltimore is 
accepting applications for a full-time den- 
tal internship to begin July 1. The intern- 
ship is of the rotating type and will stress 
dentistry for the handicapped, and the 
use of general anesthesia in complete den- 
tal service. 

Training will be given with the co- 
operation of the department of pediatrics 
of The Johns Hopkins Hospital, and is 
being supported by the United Cerebral 
Palsy Association. 

Inquiries can be sent to Mr. Thomas 
Larkin, administrator, The Children’s 
Hospital, 3825 Greenspring Ave., Balti- 


more 11. 


COURSES LEADING TO MASTER'S 
DEGREES AT U. OF PITTSBURGH 


Applications are now being accepted by 
the graduate division of the University of 
Pittsburgh School of Dentistry for gradu- 
ate study in the fields of anesthesiology, 
oral surgery, orthodontics and prostho- 
dontics, leading to the Master of Science 
degree. 

Selection of students for the fall session 
of 1960 will be made in April. A non- 
degree, full-time, 12-month course in gen- 
eral anesthesia also is available for quali- 
fied dental graduates. 
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Application forms and further infor- 
mation can be obtained from S. Wah 
Leung, director of graduate education. 


OHIO STATE’S DENTAL COLLEGE 
OPENS $1,272,000 ADDITION 


The Ohio State University’s College of 
Dentistry has enlarged its freshman class 
to 150 with the opening of a new $1,272,- 
000 in-line addition, and has launched a 
closed-circuit television teaching program 
it hopes will greatly improve dental edu- 
cation. 

Besides expanded teaching facilities, 
the new addition provides for increased 
research facilities and an enlarged gradu- 
ate training program. Its opening also 
enabled the college to increase its incom- 
ing class of dental hygiene students from 
60 to 75. 

The new five-level structure contains 
three theater-type classrooms each seating 
150; a large dental hygiene laboratory; 
office research laboratories; a clinical re- 
search room, and other facilities. With 
all research moved into the new building, 
space was made available in the older 
(1950) section of the dental college to 
enlarge the clinical teaching areas for 
junior and senior students from 120 to 
180 cubicle offices. 

In the initial enlargement of the re- 
search program this year, the graduate 
enrollment was increased to 41 and the 
number of part-time fellowships spon- 
sored by the National Institutes of Health 
was increased to eight. 

The television studio is fully equipped 
and air-conditioned, with an adjoining 
control room. Four receivers are located 
in each new classroom and four each in 
the large clinical laboratory and the large 
histological laboratory. A two-way audio 
hookup with each room in which receiv- 
ers are located! permits, for example, a 
student to ask 4 question, which the in- 
structor transmijs to the studio teacher. 
An intercom telephene in the classroom 
area enables the television director to 
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The new $1,272,000 additi ‘versity College of Dentistry is shown in the fore 


The der section 


t ege, tinished in December 1950, can be seen in the background 


ted to the Health Center v ty ) North Wing. 


A class of junior dental students watches J. Henry Kaiser start a one-hour treatment demonstration 


on root canal therapy on four built-in receivers in one of three classrc oms in the Ohio State Uni- 
versity Coliege of Denti try's new addition. By conventional methods 


Dr. Kaiser's four one-hour 
closed-circuit teaching sessions would have 


onsumed 200 teaching hours. An unexpected quiz seven 
days after the series ended re: ilted in pa ing grades for 105 of the 129 student: By 


omparison 
with quiz scores from previous years, the result was termed ‘good 
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communicate quickly with the control 
room to correct any technical flaws in 
transmission. 

Dean Wendell D. Postle and associate 
dean John R. Wilson state that closed- 
circuit television is particularly adaptable 
and a potent teaching tool in dental edu- 
cation if properly used. Under the initial 
policy at Ohio State’s College of Den- 
tistry, its use is confined to demonstra- 
tion technics. 


DENVER HOSPITAL HAS TWO 
INTERNSHIPS AVAILABLE 


Denver General Hospital of Denver, 
Colo., announces that two rotating den- 
tal internships will be available for the 
year beginning June 24, 1960. 

Information and application forms can 
be obtained by writing to Jacob Horo- 
witz, M.D., Director of Hospitals, Den- 
ver General Hospital, W. 6th Ave. and 
Cherokee, Denver, Colo. 


ADVANCED STUDY COURSES 
GIVEN FROM COAST TO COAST 


Alabama * William L. McCracken will pre- 
sent a refresher course in complete denture 
prosthesis March 4-6 at the University of Ala- 
bama School of Dentistry. 

Full details regarding this program can be 
obtained by writing the Director, Refresher 
Course Program, University of Alabama 
School of Dentistry, 1919 7th Ave. S., 
Birmingham. 


California * The School of Dentistry of the 
University of California, San Francisco, offers 
the following postgraduate courses: 

Interpretation of dental roentgenograms, 
January 15 and 16, Gordon M. Fitzgerald and 
Theodore S. Grant; complete denture con- 
struction, January 20-22, Bernard Jankelson; 
newer concepts in periodontal therapy, Feb- 
ruary 19 and 20, and occlusal equilibration in 
denture prosthesis, February 25-27, Arne G. 
Lauritzen. 

The University Extension division of the 
University of California, at 81% South Hill 
St., Los Angeles 14, lists two courses: fixed 
bridgework, 842ABC, February 22-26, Donald 
E. Smith, and a genera! refresher course in 
dentistry, beginning April 18 and continuing 
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for eight weeks. Further information on these 
two courses can be obtained by writing to 
J. Eugene Ziegler, head, Dental 
Program. 


Extension 


Emory * A two-day course in dental economics 
and practice menagement and its analysis will 
be given April 8 and 9 by Cecil H. Bliss at 
the Emory University School of Dentistry. 
Emory also will present a course in clinical 
periodontics and oral pathology May 9-13. 
The faculty includes E. L. Banks, Marvin 
Sugarman, Aaron L. King, Sr., Ed D. Mc- 
Donald, Robert L. Moore, F. J. Malone, 
Charles A. Waldron and Kenneth B. Langley. 
A refresher course in crown and bridge den- 
tistry will be offered August 29-31 at Emory, 
taught by George H. Moulton, Ernest B. 
Mingledorff, W. Donald Culpepper and Henry 
J. Hudson. 


Indiana * A course on complete denture con- 
struction will be given on five consecutive 
Wednesdays beginning June 15 at the Indiana 
University School of Dentistry. It will be 
presented by staff members and guest lecturers. 
Partial denture design and construction will 
be taught at two separate times; the first July 
11-14, and the identical course on four con- 
secutive Thursdays beginning June 23. Indiana 
also has scheduled a course for laboratory 
technicians on partial denture design and con- 
struction July 25-28. Guest lecturer will be 
Mr. Joseph Ficaro from the Ney Company. 

Further information on all these courses 
can be obtained by writing to the dean of the 
dental school at 1121 W. Michigan St., 
Indianapolis 2. 


Loyola * Loyola University School of Den- 
tistry, Chicago, offers the following post- 
graduate courses: principles of occlusion and 
articulation, March 1 and 2, March 22 and 
23, April 12 and 13 (three separate parts), 
Peter B. Christensen, Frank M. Wentz, Harry 
Sicher, Gustav W. Rapp and Arthur J. Krol; 
surgical anatomy, March 7-11, Joseph G. 
Kostrubala; diagnosis, April 4-6, Thomas L. 
Grisamore, Patrick D. Toto and staff ; differen- 
tial diagnosis of oral lesions, Patrick D. Toto. 

Further information and application forms 
can be obtained by writing to the director, 
Postgraduate Division, Loyola University 
School of Dentistry, 1757 W. Harrison St., 
Chicago 12. 


Massachusetts * Massachusetts Memorial Hos- 
pitals, and the department of stomatology, 
Division of Graduate Studies, School of Medi- 
cine, Boston University, announce the follow- 
ing postgraduate courses: 
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Oral pathology for oral surgeons, January 
11-16, Jack Bloom, Kurt Thoma and Henry 
M. Goldman; removable partial denture pros- 
thesis, January 21-23, David J. Baraban; tech- 
nics in the general practice of dentistry, March 
7-12, Henry M. Goldman, David J. Baraban, 
Leo Talkov, Herbert Schilder, Gerald Kramer, 
Chester Landy and Harold Berk; advanced 
course in periodontology, March 14-19, Henry 
M. Goldman, Bernard S. Chaikin, Gerald 
Kramer, William Pendergast, and Jack Bloom; 
complete denture prosthesis, March 28-April 1, 
Chester Landy; periodontal therapy, April 
4-9, Henry M. Goldman, Bernard S. Chaikin, 
Gerald Kramer, William Pendergast, Jack 
Bloom and associates; apicoectomy-surgical 
endodontic procedures, April 18-22, Herbert 
Schilder and Leonard Parris; periodontal pa- 
thology, April 25-30, Henry M. Goldman and 
Jack Bloom; pulp protection in operative 


dentistry, May 12-14, Harold Berk; perio- 
dontal prosthesis, May 16-20, Leo Talkov, 
David J. Baraban, Henry M. Goldman, 


Bernard S. Chaikin and Gerald Kramer; sur- 
gical procedures in periodontal therapy, May 
23-27, Lewis Fox and associates 
23-27, Lewis ‘ associates. 


Nebraska * Postgraduate courses in dentistry 
at the University of Nebraska are: occlusal 
equilibration procedures, June 9 and 10, Ray 
H. Steinacher and associates; partial dentures, 
July 28 and 29, Ray H. Steinacher and 
associates. Additional information can be ob- 
tained by writing to John M. Cronland, Uni- 
versity of Nebraska, Lincoln 8. 


Northwestern * The Cleft Palate Institute of 
Northwestern University Dental School, 311 
E. Chicago Ave., Chicago 11, will hold its 
fourth annual postgraduate course in pros- 
thetic and orthodontic rehabilitation for the 
cleft palate patient May 9 and 10. The faculty 
will include Orion H. Stuteville, Harold West- 
lake, Ph.D., Frank W. Pirruccello, M.D., 
Morton S. Rosen, Kenneth R. Bzoch, Ph.D., 
and Sheldon W. Rosenstein. The class will 
be limited to 20 participants. 


Oregon * The following postgraduate courses 
have been scheduled by the University of 
Oregon Dental School: periodontics, May 
9-11, Nathan Friedman; oral surgery, May 23- 
27, Robert B. Shira; interceptive orthodontics, 
June 12-16, I. Irwin Beechen and George N. 
Boone ; crown and bridge, June 20-22, Wyman 
H. Wilson; pedodontics, June 20-24, Donald 
R. Porter; gold foil, June 23 and 24, Kenneth 
R. Cantwell; prosthetics, June 27-29, Merrill 
G. Swenson. 

Further information can be obtained from 
Vinson M. Weber, Department of Postgrad- 
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uate Education, University of Oregon Dental 
School, 611 S. W. Campus Dr., Sam Jackson 
Park, Portland 1. 


University of Pittsburgh 
School of Dentistry and the Odontological 
Society of Western Pennsylvania sponsor 
jointly the following postgraduate courses: 

Modern approach to operative dentistry, 
February 11-13, Henry M. Tanner; medical- 
dental hypnosis, once a week for ten weeks, 
beginning February 18, by a faculty of three 
dentists and seven physicians; clinical endo- 
dontics, February 25-27, Louis I. Goldman; 
complete denture construction (advanced 
course), March 2-5, E. T. Lewis; periodontal 
therapy, April 7-9, D. Walter Cohen; com- 
plete denture construction, September 22-24, 
Victor H. Sears. 


Pittsburgh * The 


Temple * Postgraduate refresher courses 
are being offered at Temple University School 
of Dentistry, Broad above Allegheny Ave., 
Philadelphia 40. They are: anatomy—head 
and neck dissection, 15 Wednesdays beginning 
February 3, Richard M. Snodgrasse ; advanced 
fixed prosthesis, February 8-13, George 
Straussberg; present-day periodonta! practice, 
ten Tuesdays beginning February 16, Jacoby 
T. Rothner and associates; clinical diagnosis 
and oral medicine, February 29-March 4, 
Lester W. Burket and S. Leonard Rosenthal. 


Tufts * Tufts University School of Dental 
Medicine announces the following refresher 
courses: pin ledge technic, February 4 and 5, 
Raymond M. Contino; how to improve effi- 
ciency and minimize fatigue in dental practice, 
February 11 and 12, Elbert O. Thompson; 
a special participation course in periodontol- 
ogy, April 25-29, Irving Glickman and staff; 
prosthetics for the periodontal patient, May 
9-12, Irving Glickman, A. Albert Yurkstas, 
Frank A. Eich, Benjamin Patur and R. 
Sheldon Stein; diagnosis and treatment of 
pain and other symptoms arising from temporo- 
mandibular joint disturbances, May 24 and 
25, Harmon Shohet; complete denture pros- 
thesis, June 6-10, Irving R. Hardy and A. 
Albert Yurkstas. 

Further information can be obtained from 
the school’s division of postgraduate studies 
at 136 Harrison Ave., Boston. 


Washington * The University of Washington 
(Seattle) School of Dentistry Department of 
Postgraduate Dental Education will present a 
refresher course in modern concepts in perio- 
dontics February 16-18, taught by Saul 
Schluger and Leo M. Sreebny. F. Lloyd Jacob- 
son and David B. Law will present a course 
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in compound amalgam restorations February 
26-28. 


General 


AMERICAN CANCER SOCIETY 
SUPPORTS FELLOWSHIP 


Applications are being accepted for a 
clinical fellowship in oral pathology sup- 
ported by the American Cancer Society, 
tenable at the department of pathology, 
University of Pennsylvania School of 
Dentistry, for a period of one year begin- 
ning July 1, 1960. 

A stipend of $3,600 (tax free) accom- 
panies the fellowship. A curriculum vitae 
and letters of reference can be sent to: 
Dr. C. E. Wilde, Jr., Department of Pa- 
thology, School of Dentistry, University 
of Pennsylvania, 4001 Spruce St., Phila- 
delphia. 


ORAL SURGEONS ESTABLISH 
EDUCATIONAL FOUNDATION 


At its annual meeting in New York, the 
American Society of Oral Surgeons de- 
cided to establish an oral surgery educa- 
tion foundation which will receive and 
disburse funds for all types of education 
involving the field of oral surgery. 

The first donation to the fund, $1,000, 
was made immediately by the Middle At- 
lantic Society of Oral Surgeons. Fred A. 
Henny, president of the American Society 
of Oral Surgeons, also announced the re- 
ceipt of the first personal contribution— 
$100 donated by Harry M. Seldin of 
New York. 


FOLLOW-UP STUDIES ON NEW 
JERSEY WATCH DIAL PAINTERS 


The New Jersey State Department of 
Health, in conjunction with the Atomic 
Energy Commission, is conducting an 
epidemiological study on the long-term 
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TO HELP KEEP YOUR TEETH CLEAN - 


5rush Teeth After Eating 
VEat Crisp Apples Often 
V Visit Your Dentist Regularly 


These posters will be supplied free of charge by 
the International Apple Association in support 
of National Children's Dental Health Week Feb- 
ruary 7-13. The posters are in limited supply and 
the association requests that orders be placed on 
the basis of one per classroom, dental office, 
health clinic, and so forth. The International Ap- 
ple Association, Inc., is located at 1302 Eight- 
eenth St., N.W., Washington, D.C. 


effects of radium on the watch dial paint- 
ers of some years past. 

Col. Joseph L. Bernier, chief of the 
Oral Pathology Division, Armed Forces 
Institute of Pathology, has been ap- 
pointed a member of a special advisory 
committee to assist in these studies, by 
the New Jersey State Commissioner of 
Health. 


LIBRARY OF MEDICINE TO 
HAVE NEW HOME IN BETHESDA 


The National Library of Medicine was 
established under the Public Health Serv- 
ice of the Department of Health, Educa- 
tion, and Welfare in 1956 to replace the 
Armed Forces Medical Library. It will 
soon be housed in a new building which 
is now under construction on a ten-acre 
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guess Joe 
earning tt 


Looking at him you'd never 
has a speech handicap. He is 
ise a tape recorder and microphone a 
part of his speech therapy program at a 
New England Easter Seal center. Many 
hildren who have had corrective treat 
ment for cleft palate or cleft lip are 
aided in a speech therapy program 
through funds raised by the sale of 
Easter Seals 


tract near the National Institutes of 
Health. 

Maynard K. Hine, dean, Indiana Uni- 
versity School of Dentistry, was recently 
named a member of the Board of Regents 
of the library. Also made a regent was 


Theodore Van Dellen, M.D., of Chicago, 


medical columnist. 
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One of the projects of the library is to 
publish the Index Medicus, for which the 
newest electronic equipment will be used 
for organizing and cataloguing. 


FIRST ORAL PIGMENTATION 
SYMPOSIUM HELD IN TUSKEGEE 


An oral pigmentation symposium, first in 
medical history, was heid November 20 at 
the Veterans Administration Hospital, 
Tuskegee, Ala. It was sponsored by the 
Dental Service of the hospital, of which 
Clifton O. Dummett is chief. 

Dr. Dummett said that there was a 
relative dearth of scientific information 
on this subject and that the symposium 
was planned with the purpose of organ- 
izing and evaluating the accumulated 
material on pigmentation generally, and 
on the oral tissues specifically. 

Nine nationally known scientists, den- 
tists, physicians, veterinarians, chemists 
and research scientists presented the 
lectures 


ACADEMY OF DENTAL MEDICINE 
TO STUDY ‘SEVEN AGES OF MAN’ 


The spotlight of scientific study will 
focus on “The Seven Ages of Man” at 
the fourteenth annual meeting of the 
American Academy of Dental Medicine 
to be held May 27-30 at the Warwick 


Pictured in the d of the confer 
ence room of the new Delaware 
Academy of Medicine building in 
Wilmington are, from the left: Jona- 
than Rhoades, M.D., president, Col- 
ege of Physicians, Philadelphia; Louis 
M. Orr, M.D., president, American 
Medical Association; Pau! H. Jese- 
rich, president, American Dental As 
sociation, and Joseph W. Ferrebee, 
M.D., clinical professor of medicine, 
Columbia University. The occasion 
was the dedication of a new wing 
on the building. 
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Tucson (Ariz.) Medical Center opened 
its new $1,500,000 surgical wing in 
October. This elaborate surgery con- 
tains one room equipped for the per- 
formance of operative dentistry under 
general anesthesia. The equipment in- 
cludes compressed air with controlled 
pressure for air syringe, and high 
capacity suction. There is a Turbo- 
Jet high-speed handpiece, twin op- 
erating lights of the latest design and 
complete anesthesia equipment. Shown 
using the new room are Fred H. Lan- 
deen, M.D., anesthesiologist, and 
Glenn E. Wilhelmy who states that 
the room allows him to do all the 
preparations necessary for a full 
mouth rehabilitation at one time. 


Hotel, Philadelphia, it has been an- 
nounced by Jacoby T. Rothner and 
Bernard B. Saturen, cochairmen. 

Taking its theme from Shakespeare's 
play “As You Like It,” the program will 
cover dental and related medical aspects 
of the seven major stages of man’s life 
span. 

Inquiries concerning the meeting can 
be addressed to Dr. Rothner at Medical 
Arts Building, Philadelphia 2, or to Dr. 
Saturen at 1930 Chestnut St., Phila- 
delphia 3. 


DATE OF MEETING CHANGED 
FOR GERIATRIC DENTAL GROUP 


The American Society of Geriatric Den- 
tistry will meet for luncheon Monday, 
February 8, during the Midwinter Meet- 
ing of the Chicago Dental Society, and 
not on February 7 as previously an- 
nounced. 

Daniel H. Gehl of Marquette Univer- 
sity will speak on “Gerology and Prostho- 
dontics” at the meeting which will be 
held in Room 12 of the Conrad Hilton 
Hotel. 
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MIDWEST PERIODONTISTS TO 
MEET IN CHICAGO FEB. 7 


The Midwest Society of Periodontology 
will hold its annual meeting Sunday, Feb- 
ruary 7, at the Sheraton-Blackstone Hotel, 
Chicago. 

The scientific session in the afternoon 
will be devoted to a symposium on the 
dynamics of occlusion in the natural den- 
tition, moderated by Henry M. Swenson. 
Speakers will be Surindar Bhaskar, 
W. G. F. Schmidt and William Branstad. 

Inquiries can be directed to Genevieve 
Roth, University of Kansas City School 
of Dentistry, Kansas City, Mo. 


THOMAS P. HINMAN MEETING 
SCHEDULED FOR MARCH 27-30 


The dates of the Thomas P. Hinman 
Dental Meeting have been set for March 
27-30. The meeting will be held at the 
Atlanta Municipal Auditorium, Atlanta, 
Georgia. 

Inquiries can be directed to Thomas 
J. Hicks, Jr., general chairman , 601 
Doctors Building, Atlanta 8. 
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THE JOURNAL devotes this section to comment 
by readers on topics of current interest to den- 
tistry. The editor reserves the right to edit all 
communications to fit available space and re- 
quires that all letters be signed. At the request 
of the author, signatures will be deleted before 
publication. Printed communications do not 
necessarily reflect the opinion or official policy 
of the Association. Your participation in this 
section is invited. The Editor. 


IGNORANCE OF DENTISTRY 


As a dental student’s wife, I, naturally, am 
more aware of, and appreciate more than 
the general public, the great strides made by 
the dental profession in the past few years. 
The attaining of this awareness and apprecia- 
tion, however, has not produced the satisfac- 
tion it should, It has, rather, produced an 
obsession for increased dental education. May- 
be this is because I am proud that my husband 
has chosen this profession and I am envious 
that the other professions seem to be so much 
more revered, or possibly it is because of my 
own personal experiences that I realize the 
need for proper dental care. Nonetheless, I 
recognize the necessity of more pubiicity, so to 
speak, for the dental profession. 

It is time that the general public is made to 
realize the wonders in esthetics, speech, and so 
forth, that can be wrought by modern den- 
tistry. Newspapers are constantly heralding 
the “miracles of medicine.” Although the den- 
tal profession is not greatly or usually con- 
cerned with the matter of life or death, to the 
mother of a child whose cleft lip or palate has 
been corrected, dentistry also has its miracles. 

You can select any national magazine from 
your newsstand and more than likely you will 
find an article concerned with medicine. Most 


of the women’s magazines carry a regular 
monthly article announcing the new items of 
interest in the medical profession. Time maga- 
zine has a special section for medicine. Our 
local daily newspaper carries a column con- 
cerned with legal problems. 

In all the afore-mentioned, there is no evi- 
dence of interest in dentistry. In the past three 
years’ issues of the several magazines to which 
we subscribe, I recall only two articles con- 
cerning dentistry and these were not devoted 
to general practice but to two specialties. 

It is a marvelous thing to have dental jour- 
nals written and published especially for den- 
tists. But couldn’t some of these distinguished 
and well-educated gentlemen write articles for 
the general public in magazines that the public 
reads? 

I believe that this type of dental education 
should be and can be undertaken only by the 
American Dental Association. The A.D.A. it- 
self could expand its public relations. The 
American Medical Association held its conven- 
tion in Atlantic City and for one half hour 
every evening our local television station car- 
ried discussions by various physicians regard- 
ing the special events of the day. Yet the 
dental association held its convention in New 
York City, the hub of the television industry, 
and the only thing I can tell you is that they 
held elections and a Philadelphian was made 
president-elect. 

Just so that there is no misunderstanding, 
may I say that I did not undertake to write 
this letter as a criticism of the dental profes- 
sion. It is just that I am tired of listening to 
people praising their “store-bought” teeth. I 
am tired of people criticizing dentists’ fees for 
a “couple of minutes’ work.” I am tired of 
looking at teen-agers whose mouths are dis- 
torted because their parents are ignorant of 
the improvements that can be accomplished 
through orthodontics. I am tired of looking at 
my own mouth with five teeth missing and the 
consequential malocclusion. 
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With all the means of communication 
available to us today there is no reason for 
this ignorance. This ignorance, nonetheless, 
will persist unless you, the members of the 
dental profession, attempt to enlighten the 
public. 

Gentiemen, I hope I am not being facetious 
when I ask you to please take your pen in 
hand and share your knowledge with others. 
Believe me, there are many willing to read 
and heed. 

Mrs. Frank A. Pettisani 
880 Fairfax Road 
Drexel Hill, Pennsylvania 


QUESTIONS AUTHOR 


I wish to take exception to the September 
issue book review of “Occlusal Equilibration 
and Temporomandibular Joint Dysfunction” 
by N. A. Shore, as written by William F. Ford. 
I shall call attention to but a few of the many 
misstatements. 

On page 56 the author refers to C. H. M. 
Williams, who “. . . in 1929 reported some 
interesting facts in his study of Eskimos . . .” 
The 1929 literary index shows no listing for 
C. H. M. Williams. [Ed. note: the Index for 
1927-29 has two listings for C. H. M. Williams 
for 1928.] The index for 1952 contains a 
C. H. M. Williams listing, but nothing in the 
article refers to overbite and the diet of 
Eskimos. 

It is common knowledge that properly ori- 
ented casts are a prerequisite for studies of 
teeth equilibration. The author attempts to 
recommend how this should be accomplished, 
but evidently he is unable to comprehend the 
basic differences between the established pro- 
cedures of the exacting hinge-bow hinge-point 
axis determination and that of the arbitrary 
Hanau face-bow axis. He not only defines 
both procedures in identical language but 
adds the word “precise” for the simple face- 
bow (pages 72, 98, 99, 207). 

Shore suggests that differential diagnosis 
between congenital and acquired overbite 
“may be verified” through “supplemental 
study of temporomandibular roentgenograms,” 
yet he shows no diagnostic criteria (pages 
54, 94, 269). Pertinently, the author makes 


reference to “Lindblom’s classic report of 58 
cases. . . . Where dental causes have been 
established by functional analysis and tem- 
poromandibular roentgenograms, and are cor- 
rected, the arthrosis will disappear.”” What 
Shore does not inform the reader is that 
Lindblom uses an entirely different roentgeno- 
graphic approach—a true analysis of the cases 
—and that Lindblom in nowise uses drug 
therapy, orally or parenterally. 

The chapter on roentgenography is neither 
new nor original. His lateral oblique projec- 
tion beams the central ray at cross-purposes 
to the transverse angularity of the condyle and 
is not, as he claims, “the most accurate demon- 
stration of the structures of the joint... .” 
He is, manifestly, not only unable to meet, 
as he claims, “the difficulty in duplicating 
projections at various times during treatment 
for purposes of comparison and evaluation,” 
but unable to make two simple sequential 
projections of the same joint in closed and 
open positions with any consistency of ac- 
curacy or clarity. 

The author evidently is not aware that the 
Whitehouse-Waters projection is a posteroan- 
terior one and not an anteroposterior one as 
he states repeatedly. Strangely, although he 
accords the Zimmer approach an equal impor- 
tance, there is only a single unilateral roent- 
genogram, a questionable interpretive sketch, 
and none in case application. 

I deplore the principle of unwarranted and 
unrestricted use of drug therapy, orally and 
parenterally, as revealed by the author. This 
approach clouds clinical and _ etiological 
evaluations. It is an approach loaded with 
danger. 

In conclusion, it is my opinion that the 
practitioner seriously concerned with tem- 
poromandibular joint and occlusion problems 
would be wise to eschew this book and ask 
for A.D.A. Library packages on the respective 
subjects of his interest and need. These will 
assure him of accuracy in the original, and 
with a greater chance of enhancing correctly 
his own knowledge. 


M. B. A. Schier, D.D.S. 
110 East 42nd Street 
New York 17, New York 
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Nell Snow Talbot,* 


One hundred years ago Emeline Roberts 
Jones, the first woman dentist, became 
a partner in her husband’s practice. In 
the same year, 1859, Lucy Beaman 
Hobbs, the first of her sex to apply for 
admission to a dental school, was re- 
jected. Through persistent efforts ex- 
tending over a period of six years, she 
finally secured admission, and in 1866 
received a dental degree. She was prob- 
ably the only dental school graduate 
among the 24 women dentists reported 
by the 1870 census. In 1880, women den- 
tists numbered only 61, but during the 
next ten years they increased to 337. By 
1920, there were 1,829 women among 
56,152 dentists, slightly more than 3 per 
cent of the total. The 1958 American 
Dental Directory shows a total of 101,291 
dentists, including 1,254 women—1.2 
per cent, or less than one half the per- 
centage in 1920. 

In comparison with women lawyers, 
physicians and pharmacists, women den- 
tists are few in number, and constitute a 
smaller percentage of their profession. 
Slightly more than 2 of every 100 lawyers 
and judges are women; among physi- 
cians and surgeons more than 5 in 100 
are women; 6 of 100 pharmacists are 
women. Of the major professions only 
engineering reports a smaller percentage 
of women among its members than does 
dentistry. College registration figures in- 
dicate that women are holding their own, 
perhaps gaining slightly, in law and 


Why not more women dentists? 


A.M Chi avo 


medicine. They are well on their way 
towards doubling their percentage in 
pharmacy, but in dentistry and engineer- 
ing the proportion of college registrants 
is so low as to indicate a decline in num- 
ber and percentage. Less than three quar- 
ters of | per cent of the students in the 
fields of dentistry and engineering are 
women. 

Is the percentage of women in den- 
tistry decreasing because women are not 
adapted to the profession or because it 
fails to appeal to them? Reports from 
European and South American countries 
confirm neither of these explanations. In 
Finland, Russia, Latvia, and Lithuania, 
women constitute 80 per cent or more of 
all dentists. Half of the dentists in Greece 
are women. In Norway, Sweden, France, 
and Denmark, 23 to 30 per cent are 
women. In most South American coun- 
tries the percentage of women ranges 
from 10 to 40. In Great Britain, about 
7.7 per cent of dentists are women. In 
all western countries except the United 
States the number and percentage of 
women dentists seem to be on the in- 
crease. These data do not indicate that 
dentistry is a profession uncongenial to 
women. 


DENTAL SCHOOL ENROLLMENT 


Would the public and the dental profes- 
sion benefit from the entrance of more 
women into dentistry? The declining 
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dentist-population ratio, the need for 
more highly qualified applicants to den- 
tal schools, and the shortage of dental 
practitioners who are interested in den- 
tistry for children suggest that an in- 
crease in women dentists would benefit 
both the profession and the public. Al- 
though it is expected that the number of 
students enrolling for higher education 
will increase for many years, there is no 
assurance that a larger proportion of 
young men of high ability will apply for 
admission to dental colleges. Efforts to 
attract more well-qualified young men 
will be intensified, but the number re- 
cruited is not expected to meet the de- 
mand. Rapid growth of population and 
increased manpower needs imposed by 
the atomic age have led to keen compe- 
tition among the independent profes- 
sions, corporations, the Armed Forces 
and government for highly qualified per- 
sonnel. Dental schools are already feeling 
the results of such competition. In 1947, 
the ratio of applicants for admission to 
number of places available in the schools 
approached 4:1; in 1958 the ratio was 
less than 2:1. If all applicants were in 
the upper percentiles in grade average 
and highly adapted in character and 
personality to the profession, the ratio 
of applicants to those accepted would 
not be a subject of concern. This however 
is not the situation. In 1958 deans of den- 
tal schools murmured that they were 
“scraping the bottom of the barrel’; a 
few schools admitted some students with 
preprofessional grade averages of less 
than C; one or two schools, because they 
refused to accept applicants who failed 
to meet established standards, did not 
fill their classes. 

In the competition for well-qualified 
personnel, more professions are turning 
to women as the chief unexploited source 
of talent. The distribution of innate abili- 
ties is considered by most contemporary 
authorities to be the same among women 
as among men. Recognition of this judg- 
ment is implied in a statement made 
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before a group in higher education by 
Secretary Arthur S. Flemming of the De- 
partment of Health, Education, and 
Welfare. He said, “There is no question 
at ali but that more women should be 
enrolled in our engineering schools. This 
is one of the ways of dealing adequately 
with the present and potential shortage 
in this area.” If the study and practice 
of dentistry could attract more women, 
the profession might have a larger pro- 
portion of highly qualified applicants. 

Increasing the number of well-quali- 
fied dental practitioners is one approach 
to maintaining an adequate dentist- 
population ratio. A second approach is to 
reduce the need for treatment. This em- 
braces all means that prevent or retard the 
development of carious lesions and the 
deterioration of the hard and soft tissues 
supporting the teeth. Numerous avenues 
to the second approach, known as pre- 
ventive dentistry, have been and are being 
explored. One receiving renewed empha- 
sis is that of early and regular dental care 
for children. The larger the number of 
the population that receive good dental 
care as children, the smaller the number 
who as adults will need extensive pros- 
thesis. 


WOMEN DENTISTS AND CHILDREN 


The dental profession has long recog- 
nized that many male dentists have little 
liking or aptitude for dentistry for chil- 
dren. Care of children’s teeth generally 
requires more patience than dentistry for 
adults, as well as special undetstanding 
of children. Women might be expected 
to have more patience, more understand- 
ing of children, and more interest in serv- 
ing children. This does not mean that all 
women dentists should limit their practice 
to pedodontics; not all would have the 
desire or the aptitude. But it is probable 
that more women than men would be 
willing to include a large number of chil- 
dren among their patients, and that more 
women than men might be expected to 
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limit their practice to children. This 
would be a valuable service to the pro- 
fession as well as to the public. 

Opinion commonly holds that women 
in the United States are among all 
women the most emancipated, the freest 
to choose their own way of life. Yet few 
choose to study dentistry, although 
women in other countries have found 
dentistry to be a good and satisfying pro- 
fession. Is this because American women 
dentists are not generally happy and suc- 
cessful in their profession? 

To learn the answer to this and related 
questions, questionnaires were sent to the 
approximately 1,250 women dentists 
listed in the 1958 American Dental Direc- 
tory. The replies received reflect the ex- 
perience and the opinions of more than 
4100 women dentists, and permit an 
evaluation of the opportunities, the diffi- 
culties, and the rewards common to the 
lives of women who enter the profession. 
l'o learn something about the situation 
women students encounter dental 
schools today, and about the attitudes of 
dental educators toward the desirability 
of increasing the enrollment of women 
students, other questionnaires were sent 
to the deans of dental schools and to the 
approximately 100 women dental stu- 
dents in the United States. Letters from 
university and high school administrative 
officers also provided some interesting 
suggestions. 

All questionnaires were designed pri- 
marily to secure information for the 
benefit of the two groups most influential 
in determining the character and develop- 
ment of a profession—its educators and 
its students. Dental educators are asking 
as never before, “Should women be en- 
couraged to enter dental college?” The 
dean of the dental school wants to know 
if the woman dentist after marriage and 
the advent of children will cease to be a 
dentist. The girl who is a potential dental 
student knows without advice from a 
high school or college counselor that she 
wants to marry and have children. But 
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she may also feel the need for some form 
of self-expression or achievement other 
than homemaking. Possibly she knows 
that after her children reach school age 
chances are that she will work outside 
the home from either choice or necessity. 
Pondering this probability, she wishes to 
prepare herself for an occupation, the 
practice of which can be adapted to the 
demands of marriage and motherhood. 

Other pertinent questions relate to the 
variety of professional activities open to 
the woman dentist and to the possibilities 
of success in general practice or a spe- 
cialty. Has the fact that she is a woman 
proved a handicap? Why did she choose 
dentistry, and would she still choose den- 
tistry if asked to choose again? The re- 
plies to these and other questions provide 
information concerning the experience of 
one third of the women dentists of the 
country, in what generally is considered 
a man’s profession. 


WOMEN DENTISTS AND MARRIAGE 


The majority of women dentists marry. 
The proportion of unmarried women 
among women dentists is the same as that 
among all college-educated women, about 
one-quarter. According to the Survey of 
Women Physicians Graduating from 
Medical School 1925-40, made by Dyk- 
man and Stalnaker in 1953, a higher 
proportion, 31 per cent, of women physi- 
cians are unmarried; 57 per cent of 
women in both medicine and dentistry 
are married; the remainder are single, 
divorced, separated or widowed. 

For some years college women were 
criticized because many of them never 
became mothers. Now the situation has 
changed; the number of college-educated 
women having children has increased. 
Not unexpectedly, a comparison of the 
families of young women dentists with 
those of older women in the profession 
shows that more young women have chil- 
dren, and that they have larger families. 
Of those who are married and less than 
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50 years of age, 80 per cent have chil- 
dren. 

Does the fact that most women dentists 
marry and that the majority of those who 
marry have children necessarily mean 
that few women dentists utilize their pro- 
fessional education? This is the commonly 
expressed belief of some who doubt that 
women should be encouraged to enter 
the profession, but it is not corroborated 
by replies to the questionnaires. The pro- 
portion of women in dental practice re- 
mains high after marriage, and declines 
only moderately with the arrival of chii- 
dren. When all women dentists under 65 
years of age—married and unmarried 
are considered, between 85 and 90 per 
cent are found to be active in their pro- 
fession, not all, but the majority, in full 
time practice. Studies of women physi- 
cians and of women awarded the degree 
of Doctor of Philosophy show that the 
percentage employed corresponds closely 
to the percentage of women dentists in 
practice. 

Further analysis of the questionnaires 
indicates that the average annual income 
of women dentists (more than $11,000) 
is superior to that of women in most pro- 
fessions, and more nearly that of men in 
the same occupation than is usual. Thirty- 
one per cent of women dentists, com- 
pared with 10 per cent of men, limit their 
practice to a specialty. More women spe- 
cialize in dentistry for children than in 
any other area. 

The opinions and attitudes of women 
dentists offer additional evidence concern- 
ing a woman’s chance of finding oppor- 
tunity for service and fulfillment in a 
man’s profession. Most women dentists 
say that they would choose dentistry if 
again confronted with a choice of pro- 
fessions, although one third believe that 
they have been handicapped at times by 
being women. More women who were 
graduated 40 or 45 years ago than those 
who were graduated in recent years re- 
port some difficulty in establishing them- 
selves in practice. The public early in 
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the century was not so ready as it is now 
to accept the possibility that women can 
perform dental operations as well as men. 
A few women have found their fellow 
male practitioners uncooperative, even 
hostile, but most women report friendly 
professional attitudes. A number of older 
women say that some dental instructors 
showed prejudice against them as stu- 
dents, but women enrolled in dental 
schools today report little if any discrim- 
inatory treatment. Of the two thirds who 
have never felt hampered in their pro- 
fessional activities by their sex, 10 pe 
cent are convinced that their practices 
have benefited because they were women. 
Even those who have felt themselves 
sometimes at a disadvantage find that 
many of their patients express a prefer- 
ence for women dentists because of their 
patience, gentleness, small hands, light 
touch, and conscientious attitude. 

Only about one fifth of married women 
dentists have experienced difficulty in 
combining professional and household re- 
sponsibilities. ‘The majority have man- 
aged to adapt their practices to the needs 
of their families without undue stress. 
They meet their problems in different 
ways: some, by reducing hours of prac- 
tice ; some, by having the office connected 
with the home; and still others, by with- 
drawing temporarily from practice while 
their children are young. Most feel satis- 
fied with their own ways of solving their 
problems. 

Several women report with pride that 
one or more of their children have be- 
come dentists or physicians; none indi- 
cates that practice forced her to neglect 
her children, although a few regret that 
they could not spend more time with their 
children. A number of women believe 
that their children have actually bene- 
fited; they are proud that their mother 
is a professional woman. Generally the 
replies of women dentists suggest that 
professional women are with their chil- 
dren more than many mothers of the 
same or higher economic status who are 
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not employed outside the home. The time 
of the latter often is so filled with social 
and volunteer charitable pursuits as to 
leave little time for their children. The 
professional woman, very much aware of 
the her feels 
obliged to organize her life so that time 
is reserved for her family. Some students 
of the problem of delinquent children 
maintain that it is not the number of 
hours mother and child are together, but 
the quality of the mother that is the im- 
portant factor in the child’s development. 
Informed opinion generally holds that 
the children of the woman happy in her 
home and in her profession suffer no dis- 
advantage from the fact that their mother 
is a professional woman. 

On the basis of their own experience, 
the majority of women dentists would 
recommend dentistry to women seeking 
advice concerning choice of occupation. 


limitations of schedule, 


Some add provisos such as: if she has 
the aptitudes, if she has good health, or 
if she has the intelligence and strength of 
character essential to combine the study 
and practice of dentistry with the re- 
sponsibilities and duties of marriage and 
raising children. Although women den- 
tists do not consider the task one that a 
weakling should undertake, they believe 
dentistry is the profession most easily 
combined with homemaking. 

Many women dentists that 
women are peculiarly adapted to the 
practice of dentistry. They suggest that 
dentistry is a woman’s, not a man’s, pro- 
fession. They believe that women, more 
often than men, possess the patience for 
detail, the skill in using the small muscles 
that dental technics require, the gentle 
hands and the light touch that make for 
the greater comfort of the patient. They 
do not doubt that women have the inter- 
est and the ability to master the sciences 
quite as successfully as men. They say 
that women have already proved this in 
several fields. 

Other respondents, although they do 
not suggest that dentistry is a woman’s 


assert 
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profession, maintain that women and 
men have the same distribution of po- 
tentialities in occupations that do not re- 
quire great muscular strength. They are 
convinced that it is only because boys 
and girls are raised differently and are 
taught that certain occupations are the 
prerogative of men that women often fail 
to choose careers for which they have the 
greatest gifts. They believe that many 
girls who have the aptitudes for dentistry 
miss their calling because they are un- 
aware of the true nature of the profession 
and of the opportunities it offers women. 


REASONS FOR ENTERING DENTISTRY 


The soundness of this observation is vali- 
dated by an analysis of the answers to the 
question, ‘““Why did you enter dentistry?” 
Of the native-educated women, one fifth 
report that father, mother, or other rela- 
tive was a dentist. (Native-educated re- 
fers to those women who received all their 
education in the United States. Sixty- 
four of the 416 respondents are foreign- 
born women who were students or grad- 
uates of foreign dental colleges before 
coming to the United States.) Another 
group had husbands, sweethearts, or 
friends who were studying or practicing 
dentistry. Some women were employed 
as dental assistants, dental hygienists, 
dental technicians, or nurses when they 
decided to study dentistry. Relatives who 
were physicians made other young women 
aware of the opportunities offered by a 
dental career. Extensive dental or ortho- 
dontic treatment during childhood im- 
pressed still others with the value of den- 
tistry as a health service. Family dentists 
in some instances persuaded girls that 
they were well adapted to the study of 
dentistry. Altogether about one half of 
the women in practice and one third of 
the students answering the question 
learned what dentistry was through per- 
sonal observation or from well-informed 
friends. 

Not one woman attributed her infor- 
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mation concerning dentistry as a possible 
vocation to a high school or college coun- 
selor. On the contrary, among the young 
women now in dental college several re- 
port that college or high school counselors 
attempted to discourage their choice of 
dentistry. Counselors expressed the belief 
that dentistry was too strenuous for a 
woman to undertake; that studying den- 
tistry entailed sacrifices no woman need 
make; that marriage would remove her 
from practice after she had deprived a 
man of a place in a dental college. Others 
warned that a girl could not gain ad- 
mission to a dental school, and one ad- 
vised that the girl become a dental hy- 
gienist because it was more “ladylike.” 
A high school teacher assured one young 
woman that “women had no place in the 
scientific professions.” (College and high 
school administrative officers report that 
their counselors do not recommend that 
women study dentistry because the den- 
tal profession and dental educators fail 
to provide information concerning oppor- 
tunities for women in dentistry. ) 

Other women students were advised by 
parents, friends, dentists, dental students, 
or members of the clergy that dental edu- 
cation was too difficult for a girl, or that 
it required so many years of study that it 
would prevent marriage; that practice 
would be hard work and would inter- 
fere with family life; or that dentistry 
was a man’s profession. More than half 
the native-educated women students met 
with opposition and discouragement. 
Their accounts arouse wonder—not that 
so few women study dentistry, but rather 
that any women would have the temerity 
even to consider such study. 

Expressed or implicit in the discussions 
of motivation is the importance of a con- 
viction that women as well as men should 
have more than a general education. 
Either the young woman who became a 
dentist or her parents believed that she 
should be educated for a profession. In 
contrast is the opinion that women have 
no need of extended preparation for a 
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vocation. With a few months of short- 
hand and typewriting the girl who is a 
high school graduate can fill an office 
position, or if she is so fortunate as to 
finish college, she can teach or work in an 
office until she marries. She may even 
continue to work until her husband gets 
a professional degree or her first child is 
born. After that, few parents and few 
girls seem to doubt that the role of the 
woman as wife and mother will keep her 
busy and happy the rest of her life. They 
do not know that the odds are that she 
will spend 25 years or more working out- 
side the home. She will do this either for 
the sake of improving the family income, 
or because she becomes dissatisfied with 
the minor role to which she is reduced 
after her children start to school. Even a 
woman with superior potentialities may 
devote a number of years to dreary, un- 
productive work if she has not been pre- 
pared to do something interesting and 
rewarding. 


DECLINE IN INTEREST 
IN PROFESSIONAL CAREERS 


Dr. Harold Taylor, president of Sarah 
Lawrence College, speaking before the 
1957 Conference on the Education of 
Women sponsored by the American 
Council on Education, said, “In con- 
temporary society, with the gains already 
won both for women’s rights and for 
women’s education, there is now a 
tendency toward accommodation of the 
individual to the existing order rather 
than a challenge to its present qualities.” 
Dr. Anna Steinmann, at the 1959 annual 
meeting of the American Association for 
the Advancement of Science, remarked 
that women students today have less in- 
terest in preparing for careers than young 
women of the previous generation had. 
She cited a study of women students and 
their parents made at Hofstra College. 
A 1954 survey of the life plans of 677 
freshman and sophomore women from 
15 different colleges and universities sup- 
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ports Dr. Steinmann’s opinion.* ‘The fact 
that the proportion of women among stu- 
dents securing the degree of Doctor of 
Philosophy is lower now than at any time 
1900—not quite 10 in 100—seems 
to point to the same conclusion. (In 1940, 
16 out of 100 doctorates were earned by 


since 


women. ) 

On the other hand, the dean of Doug- 
lass College, Dr. Mary I. Bunting, does 
not believe that there is: 


interest in education but 
rather of the new parallel pattern. Since the 
average age of marriage now interrupts the 
four-year college span, it presents major prob- 
lems to the colleges and college students. 
These are Gesell children, and they expect to 
have the educational process designed around 
their biological urges. When the time comes, 
they want a car, a job, and a family; but 
they also want an education.” 


evidence of less 


Women dentists agree that the trend 
toward early marriage is one factor re- 


ducing the number of women entering 
dentistry. More young women marry at 
the age of 18 than at any other. Possibly 


Gesell’s influence is one factor but social 
pressures on the American girl to think 
no further than marriage are strong in- 
deed. Madison Avenue could not have 
done better if it had planned a campaign 
to distract young from any 
thought of developing their intellectual 
potentialities. The thinking man may 
have superseded the man of distinction, 
but the thinking girl? She is the girl who 
wears glasses; her epitaph was written by 
Dorothy Parker. No female need be 
homely or lonely. Let her use the right 
permanent, make-up, and perfume, the 
right mouthwash and deodorant, the 
right bra, and the world is hers in the 
of a husband and a mink 
Glamor and perpetual youth—these are 
the ultimate in feminine accomplishment. 
The how-to-get-a- how-to-keep-a-man 
oracles advise the female not to let the 
male suspect she has a mind, much less 
an I.Q. equal or perhaps superior to his. 
This is a slander of the male; he has 
more flexible ideas concerning what is 
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pleasing in the female than she is led to 
believe. (And why not? As Sir James 
Chettam in George Eliot's Middlemarch 
soliloquizes, man’s mind—what there 
is of it—has always the advantage of 
being masculine,—as the smallest birch- 
tree is of a higher kind than the most 
soaring palm, 
is of a sounder quality.” ) 

President Louis T. Benezet of Colo- 
rado College, addressing the Colorado 
Association of Deans in 1956, suggests 
that one approach to the problem of help- 
ing women students find more meaning 
and purpose in life: 


and even his ignorance 


. may be to persuade the entering freshmen 
that whether she averages three dates per 
week, or one, or none, will not be the criterion 
of her success. We shall have to tell her that 
all odds favor that little she can do will pre- 
vent her in due course from marrying happily 
and having a family, and that this problem 
does not need to be solved in the first year of 
college at age seventeen. 


lo the older generation this makes good 
sense, but does it seem logical to the 17- 
year-old girl? Whether early marriage 
generally contributes to the good life of 
the man, the woman, or the nation may 
be questioned, but so long as the present 
social, economic, and emotional winds 
prevail, those who view with pessimism 
the mad rush of American youth into 
marriage may as well “jine ’em,” not only 
in matrimony but in making the best of 
the situation. 

How this is to be done is engaging the 
attention of many educators and parents. 
They realize the deplorable effect not 
only on the individual who fails to de- 
velop his capacities, but also on the na- 
tion if a high percentage of those who 
have the ability are not educated to meet 
the great need for physicists, teachers, 
engineers, dentists, physicians, and other 
professional people. Formerly colleges 
ruled that they would admit no married 
students and allow none to stay in school 
who married; now many universities are 
providing special housing for married 
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students. Parents who have the means 
are continuing to support their married 
sons and daughters while they complete 
their college education. Some parents ex- 
tend support through professional school. 
In some instances the husband or the wife 
works while the other completes prepara- 
tion for a vocation; then the one takes 
over the support while the other returns 
to college. 

For most young people, however, early 
marriage often requires great sacrifice, as 
Kate Hevner Mueller pointed out at the 
1957 Conference on the Education of 
Women: 


The typical married couple lives under finan- 
cial stress either severe or mild. The husband 
has a job, often several jobs; the wife is either 
working or taking care of their small children, 
and often, if she can command a fairly good 
salary, doing both. . Ninety per cent or 
more of these rising numbers of campus wives 
are literally working their husband’s way 
through college. Many of these wives are able 
and talented, with one or two college years to 
their credit, but now they are dropping out of 
school to do typing, or to have a child—either 
intentionally (33 per cent) or inadvertently 
(67 per cent)—-and denying themselves the 
opportunities for good later adjustment. Truly, 
the campus marriage earns top priority as a 
hazard to women’s education today. 


If there are no children to complicate 
the situation, and if the woman is moti- 
vated to educate herself for a profession, 
the problem of financing her education is 
the same as that of the unmarried girl. 
Both women practitioners and students 
believe that lack of means is a serious de- 


terrent to young women who wish to 
study dentistry. This may well be since 
dental education requires the expenditure 
of at least $10,000 by the student. The 
family of the young woman who has a 
brother or brothers, if it has not the re- 
sources to prepare all its children for pro- 
fessions, usually gives priority to the sons. 
Boys more easily than girls can earn a 
part or all of the necessary funds for 
their education. A number of women 
dentists suggest that special scholarships 
or other assistance be made available to 
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women students. The National Man- 
power Council has recommended that: 


The Federal and state governments, em- 
ployers, labor unions, voluntary groups, and 
individuals expand their support of scholar- 
ship and fellowship programs, in order to 
enable more young women of high ability to 
continue their formal education in college or 
in professional or graduate schools.* 


The growing concern about waste of 
human resources and its bearing on the 
relative position of the country in the 
struggle for power is rousing a sense of 
urgency in the nation’s legislators. It 
seems probable that within a few years 
no young woman or man of superior 
ability will be deprived of the opportunity 
to prepare for a suitable profession be- 
cause financial support is not available. 

In his paper on “New Factors Affecting 
Equality of Opportunity,’ John Dale 
Russell* writes, “There is something very 
fundamental in the mores of our society 
that tends to discourage higher education 
for women.” Such traditional attitudes 
change slowly in ordinary times, but these 
are no ordinary times. The impact of the 
present technological revolution and the 
struggle for world power are shattering 
traditional attitudes. As the need for 
highly qualified personnel becomes more 
acute, pressure will bring more young 
women into unaccustomed occupations in 
spite of the old generalizations concern- 
ing woman’s ability and her place in the 
home. Articles in scientific and profes- 
sional journals foreshadow this develop- 
ment. A recent editorial in Science com- 
ments: 


Improvement in opportunities for girls who 
become scientists, engineers, or mathematicians 
may occur, perforce, because of increases in 
the demand for specialized talent. There is 
every expectation that excellence in science 
will play an increasingly important role in the 
contest between East and West as well as in 
our expanding civilian economy. As to how 
this country now stands in relation to the 
Soviet Union, a number of observers have 
compared unfavorably our present use of able 
women with theirs, particularly in engineering 
and medicine.® 
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DENTAL PROFESSION CAN LEAD 


The dental profession can be a leader in 
bringing women into the independent 
professions. Of all the professions, it is 
one of the most open-minded, one of the 
quickest to recognize and respond to so- 
cial change and needs. Through its na- 
tional, state, and local organizations the 
profession can provide information con- 
cerning opportunities for women in the 
profession. Through parent-teacher asso- 
ciations and other community organiza- 
tions, parents can be made aware of the 
possibilities of dentistry as a career for 
their daughters. Perhaps this will hasten 
the day when girls who show mechanical 
or scientific interest will no longer be 
looked upon disapprovingly, and boys 
will recognize girls as their intellectual 
equals and as better partners in marriage 
when their abilities and not their frustra- 
tions are permitted to develop. Women 
dentists, deans of women, university ad- 
mission officers, and high school superin- 
tendents recommend that the dental pro- 
fession make available to high school and 
college teachers, counselors and libraries 
brochures addressed specifically to girls. 
Women dentists should talk to groups of 
girls in college and high school, even in 
junior high school; women’s dental 
societies and sororities should make 


vigorous efforts to interest girls in den- 
tistry as a career. Respondents also urge 
that mass media be utilized to glamorize 
the woman dentist, as they occasionally 
have glorified the woman judge, physi- 
cian and banker. Dental colleges should 
secure information concerning the pro- 
fessional activities of their women grad- 
uates; with this material, campaigns in 
high schools and liberal arts colleges can 
be developed that will increase the enroll- 
ment of young women in dental schools. 
If dentistry boldly takes the lead in en- 
listing women in the ranks of the profes- 
sions, it will be utilizing a neglected re- 
source to promote its own growth and 
service to society, and at the same time 
it will advance the day when women and 
men alike will be free to develop their 
highest potentialities and to serve society 

according to their abilities. 
700 North Michigan Avenue 


*Staff member, The Survey of Dentistry in the United 
States. 

|. Reith, Marie. More professional engineers are 
needed. J. National Association of Women Deans and 
Counselors 20:117 March 1957. 

2. Berry, Jane. Life plans of college women. J. Na- 
tional Association of Deans of Women 18:76 Jan. 1955. 

3. National Manpower Council. Womanpower. 
York, Columbia University Press, 1957. 

4. Cameron, Meribeth E. Book routes. J. National 
Association of Deans of Women 19:43 Oct. 1955. 

5. Editorial. Science for the misses. Science 129:749 
March 20, 1959. 


New 


Vision of the Future * Social problems can no longer be solved by class warfare any more 
than international problems can be solved by wars between nations. Warfare is negative and 
will sooner or later lead to destruction, while good will and cooperation are positive and sup- 
ply the only safe basis for building a better future. William Lyon Phelps. 
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IMPLANTS OF PLASTIC TEETH 


By Milton Hodosh, D.M.D., Providence, 
R. £. 


This study was begun in an attempt to find 
a means of replacing the human natural denti- 
tion with artificially made “third teeth.” An 
article entitled “A New Concept in Implant 
Dentistry with a Preliminary Report of Four 
Cases” was published in the April 1959 issue 
of the Rhode Island Medical Journal. The 
study has grown rapidly and the following 
is a further report of the progress being made. 

Another study has been undertaken as an 
allied project. This entails the surgical crea- 
tion of artificial sockets and the construction 
of plastic teeth which are then implanted in 
the socket. This study is encouraging to date 
because of the success of the initial cases. A 
specific set of instruments to facilitate socket 
construction has been designed. 


DISCUSSION 


To date there have been 25 plastic tooth im- 
plants after extraction of natural teeth. All 
have been successful. The first was done in 
November 1958 and the most recent (for this 
report) in August 1959. The implants are 
firm. It is noteworthy that within one week 
of insertion of the implants, the gingival tissues 
were normal or almost normal. They were 
pink in color, firm in texture, knifelike in con- 
tour interproximally, and had the stippling 
found in normal gingiva. Postoperative dis- 
comfort was minimal. In fact, the normal post- 
extraction tenderness was not present in all 
25 instances. I attribute this to the following: 


1. Lack of exposed bone. 


2. Absence of socket contamination by oral 
fluids. 


3. Blood clot having a nidus (the implant) 


to adhere to and therefore not able to be dis- 
lodged. 


4. Adaptation of the gingival tissue to the 
smooth surfaces of the implant which has no 
local irritating factors. 

Roentgenograms taken 6 to 8 weeks after 
implant insertion show that a substance re- 
sembling bone appears to be forming in the 
holes and depressions cut previous to insertion 
of the plastic implants. The hope that blood 
clot, organization of clot, osteoid formation, 
calcification, and mature bone would ensue 
appears to be supported by roentgenographic 
observation. However, until animal studies 
are done to determine this histologically, the 
substance is not to be given a proper name. 
Furthermore, when animal studies are done 
it will be decided at that time whether an 
actual mechanical union between bone and 
plastic implants occurs, and if so, the time 
necessary for the union to become solid will 
be determined. 

Cosmetically the implants are excellent. 
There is good stability of color and func- 
tionally they have served well. 

The procedure has been performed for both 
men and women patients from the ages of 15 
to 58. The tissues appear to have responded 
equally well for all ages; apparently the aging 
process does not influence tissue response un- 
favorably. 

The implants have replaced single and 
multirooted teeth and they have been done 
singly and in multiples. They work equally 
well in all instances, but of course technics 
must be varied to fit the individual needs. 

Three to six month examinations by the 
tumor clinic director of the Rhode Island 
Hospital reveal no evidence of the implants 
being a carcinogenic agent. White blood 
counts taken at these examinations were with- 
in normal range, proving the absence of infec- 
tion. 
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With reference to the implants where the 
“sockets” were made surgically, it is too soon 
to evaluate the results. However, I make the 
following observations: 

1. There was minimal discomfort after the 
surgery necessary for the creation of artificial 
sockets. 

2. There- was no edema or ecchymosis. 

3. The implants are extremely firm and 
the patients’ diets have been normal from 
the time the implants have been inserted. 

4. The gingival tissues are healthy; they 
healed in approximately one week 


SUMMARY 


1. To date 25 plastic tooth implants, in- 
serted immediately after the extraction of 
natural teeth, have been attempted, and 25 
have succeeded. 

2. Two artificial sockets have been created 
and two plastic implants made and inserted 
with apparent success. 

3. The original study is enlarged and con- 
sists of two parts: plastic tooth implants in 
existing human alveolar sockets, and plastic 
tooth implants in a surgically created “socket.” 

4. Instruments have been designed to facili- 
tate making. 

5. Periodic examinations by the Rhode 
Island Hospital tumor clinic director reveal 
no evidence of implants being carcinogenic 
agents. 

6. Periodic examinations illustrate a_re- 
markably healthy gingival tissue around the 
plastic implants. 

7. There is minimal pain after implant in- 
sertion. 

8. Animal studies are to be made to de- 
termine the histological reaction of the perio- 
dontal structures. 

9. It is apparent that considerable progress 
is being made toward the goal of giving peo- 
ple “third teeth” that are artificially placed 
and biologically and cosmetically acceptable. 

243 Elmwood Avenue 


UNUSUAL CALCULAR DEPOSITS 
By John B. Puckett, D.D.S., El Paso, 


Texas 


A fastidiously clean woman, in her meno- 
pause, complained of excessive salivation and 
accumulation of calculus. 

Prior to any action taken, she was observed 
for several days, and it was noted that within 
two hours after eating, she often had much 
more of the soft type of calculus (not mere 


A 


SOCIATION 


materia alba) than the average patient devel- 
ops of the hard deposits in six months. 

One of her chief complaints was the sen- 
sation of a heavy build-up of pressure in the 
region of her lower incisors, a sensation that 
increased until she thought the pressure would 
become unbearable, at which time there was a 
release of viscous saliva, with diminution of 
pressure and temporary relief. The extent of 
time involved was irregular, varying from 30 
minutes to several hours, therefore no regular- 
ity of rhythm could be determined in connec- 
tion with this condition. 

A diet check was made and nothing critical 
was discovered. A complete blood count and 
analysis of blood chemistry were made. Noth- 
ing abnormal was reported by two different 
laboratories, tesis having been made _ two 
months apart. A general physical examination 
revealed her to be in good normal condition, 
and no particular clue was obtained from it. 
Roentgenographic findings were negative, and 
no ranular deposits could be observed. 

The question of psychosomatic trauma 
arose, and some friction in civic activities was 
admitted by the patient. She subsequently 
abandoned her role as a leader in such activi- 
ties, but it has not changed the salivary pres- 
sure problem. 

In an effort to stem this pressure and excess 
of saliva, 1/150 grain atropine was adminis- 
tered orally with the result that her mouth 
became dry the following day, and she com- 
plained bitterly about the soreness of her 
throat. The dose was quartered and she took 
this dosage successfully for a month. At the 
end of that time she complained again of ex- 
cessive dryness of the mouth and the dosage 
was discontinued. Nevertheless, she continued 
to experience the pressure build-up and release 
of the fluid, although not as frequently as for- 
merly. 

A microscopic examination, taken in the 
winter, revealed an excessive amount of mo- 
nilia, which an early spring picture failed to 
show. Promptly, upon discovery of the monilia, 
Mysteclin-V 50 mg. capsules, four daily at 
first, were administered. The dosage was grad- 
ually reduced to one daily as the monilia dis- 
appeared. This nas inhibited her monilial cul- 
tures and the deposit of calculus. 

Results of this treatment have been some- 
what unsatisfactory, for, although the calcular 
content has been reduced to normal, the pa- 
tient still insists that the pressure and trig- 
gered release is still present. What causes the 
saliva to accumulate and what releases it is 
unknown at the time of this report. 

1501 Arizona 
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Forty-seventh annual session of the 
Fédération Dentaire Internationale 


COUNCIL ON INTERNATIONAL RELATIONS 


The recognition given to dentistry at the 
international level during the Centen- 
nial Session of the American Dental As- 
sociation in New York last September 
was a great contribution not only to 
international dentistry but also to interna- 
tional good will and progress. The scien- 
tific programs increased American den- 
tistry’s respect for the knowledge, wisdom 
and technics of other countries and the 
social gatherings provided American den- 
tists with an opportunity to meet and 
greet colleagues from all parts of the 
world and to learn more from them re- 
garding their ways of life and methods 
of practice. All of these factors increased 
the stature of the Fédération Dentaire 
Internationale. 

Developments in the F.D.I. are most 
gratifying. The early objective of hold- 
ing quinquennial dental congresses has 
been accomplished. Various important 
commissions have been appointed and the 
results of their activities are already be- 
coming effective especially in the fields 


of dental research, dental health, and sci- 
entific assembly. In short, the organiza- 
tion has passed through its strenuous 
formative years still possessed of the drive 
which originated it 50 years ago. 

About five years ago, the Fédération 
Dentaire Internationale, because of its 
international character, was able to es- 
tablish a new relationship that promises 
to aid in the development of a program 
which will improve the status of dental 
health on a world-wide scale. This rela- 
tionship is with the World Health Or- 
ganization (W.H.O.). Prior to 1954 the 
World Health Organization had _prac- 
tically no dental program. Today W.H.O. 
not only finances and conducts a modest 
dental program on a national basis but 
each of the eight W.H.O. regional offices 
conducts a dental health program as well, 
thus making it possible for dentistry to 
assume its rightful position with medicine 
in the World Health Organization. The 
prestige gained by medicine and dentistry 
through their affiliation with W.H.O. is 


j 
4 
councils: 
= 
7 
r 
5 
‘ 
: 
‘ 
~ 


of extreme value to both professions and 
to their individual members. 

The Fédération Dentaire Interna- 
tionale assisted in obtaining for W.H.O. 
the services of such men as Philip E. 
Blackerby of the Kellogg Foundation, G. 
Toverud of Norway, John W. Knutson 
of the U.S. Public Health Service, Carl 
L. Sebelius of the Tennessee State De- 
partment of Health, and now Bruce Rice 
of New Zealand. These men have given 
of their time and energy to develop a 
dental program that parallels in every 


Information received from a survey of 
the dental directors of state health de- 
partments reveals that at least 19 states 
have adopted statutes or administrative 
rules relating to radiation control. Leg- 
islation on the subject has been intro- 
duced in several additional states. 

Most of the statutes are patterned gen- 
erally after a model “radiation protection 
act” drafted by the National Committee 
on Radiation Protection and Measure- 
ment,! (Handbook 61, Regulation of 
Radiation Exposure by Legislative Means, 
U.S. Department of Commerce, National 
Bureau of Standards, 1955). 


ADMINISTRATION 


Without exception, the state health de- 
partment is the state agency designated 
to administer the laws. In some instances, 
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State “radiation protection” laws 


COUNCIL ON LEGISLATION 


respect the General Health Program of 
W.H.O. 

This accomplishment is not small. It is 
one that is worthy of the financial sup- 
port of American dentistry and American 
dentists so that the message of dental 
health can be broadcast more effectively 
throughout the world. 

All members of the American Dental 
Association have an opportunity to assist 
in this humanitarian effort by becoming 
supporting members of the F.D.I. An 
application blank appears on page 174. 


provision is made for appointment of an 
advisory council to assist the health de- 
partment by making recommendations 
and providing technical advice. In some 
states provision is made authorizing and 
in a few states requiring the appointment 
of a dentist to the advisory body. 


REGISTRATION 


Many of the laws require that radiation 
sources including dental x-ray units be 
registered while others authorize the 
health department to promulgate such a 
requirement by regulation. Eleven states 
have the requirement written into law 
and at least four additional states have 
established the registration requirement 
by regulation. 

Generally, the registration provisions 
require initial registration from 30 to 90 
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days after the effective date of the law 
and, thereafter, whenever the radiation 
installation is altered. Some states require 
each registrant to review his registration 
annually and to amend his application 
if there has been any accession of radia- 
tion machines or radioactive materials* 
during the year. Registration forms gen- 
erally are brief and simple, requiring 
merely the name and address of the 
owner and operator, the number and type 
of radiation sources and the size or rating 
of each machine or unit and its general 
location. In the case of dental and medi- 
cal x-ray units, the registrant is required 
to identify it by manufacturer, model, 
serial number and give kvp and maxi- 
mum tube current, if available, and pur- 
pose or use, that is, diagnostic or thera- 
peutic. 

The registration requirement is in- 
tended to be informational only and sev- 
eral states have provisions similar to the 
following which is taken from the Rules 
and Regulations in effect in Colorado: 

Registration of any radiation installation 
shall not imply approval by the Department 
of Health of the manufacture, storage, use, 
handling, operation or disposal of radiation 
machines or radioactive materials, but shall 
serve merely as notice to the Department 
of the location and character of radiation 
sources in this state. (Regulations of Colo. 
State Board of Health Promulgated 2/10/58 


pursuant to Ch. 66, Art. 1, Sect. 7 (20), (21) 
and Sect. 8 (4), Colo. Rev. Statutes. 1953) 


INSPECTION 


Typical of inspection provisions in the 
laws is the following quotation from the 
Tennessee statute: 


The Commissioner or his duly authorized 
deputy is hereby authorized to make such in- 
spections and examinations of the manufac- 
ture, use, receipt, possession, storage and dis- 
posal of radiation sources which are subject 
to the provisions of this Act as he may deem 
proper, and for this purpose shall have the 
right to enter at any reasonable hour upon 
any premises for such inspection or examina- 
tion. . . . (Chapter No. 66, Public Acts of 
1959, Section 7.) 


SAFETY REQUIREMENTS 


Pursuant to general authority conferred 
in the law, some health departments have 
promulgated specific safety requirements 
which must be adhered to. For example, 
in Pennsylvania the following apply to 
“Dental Radiographic Installations” : 

(1) The tube housing shall be a diagnostic 
type. 

(2) Diaphragms or cones shall be used for 
collimating the useful beam and shall provide 
the same degree of protection as the tube 
housing. 

(3) A timer shall be provided to terminate 
exposure after a preset time. 


(4) The exposure control switch shall be 
provided with a cord sufficiently long that the 
operator can stand at least 5 feet from the 
patient for all exposures and well away from 
the useful beam. (Commonwealth of Pennsyl- 
vania, Department of Health, Regulation 433) 


ENFORCEMENT 


The model act provides that a violation 
shall constitute a misdemeanor and also 
provides for remedy by injunction. Many 
of the state acts provide, however, only 
for the injunctive remedy or other civil 
enforcement proceedings. 


EXEMPTIONS 


The laws generally provide for the ex- 
emption of radiation machines or radio- 
active materials known to be without 
significant radiological hazard. The stand- 
ards established by the National Com- 
mittee on Radiation Protection and Meas- 
urement are used to determine the 
applicability of the exemption provision. 


LIMITATIONS 


All of the laws contain a provision similar 
to the following quotation from the newly- 
enacted Indiana law: 


Sec. 16. Nothing in this act shall be inter- 
preted as limiting intentional exposure of per- 
sons to radiation for the purpose of diagnosis, 
therapy, and medical and dental research as 
authorized by law. 
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AN DENTAL AS< 


Dentists, of course, usually do not use 
x-ray equipment for therapeutic purposes 
although the dental laws in some states 
may permit this procedure 


RECOMMENDATION TO 
CONSTITUENT DENTAL SOCIETIES 

Dentists have a large interest in the en- 
actment and administration of state radi- 
ation From 
obtained in a recent survey conducted by 
the Association’s Bureau of Economic 
Research and Statistics, it is estimated 
that in 1958 the country’s 81,000 non- 
salaried 95,000 
machines. Because of the significant stake 
the dental profession has in the regulation 
of radiation sources, as demonstrated by 


protection laws. statistics 


dentists owned X-ray 


the foregoing figures, it is recommended 
that the constituent dental societies as- 
part in advising state 


sume an active 


legislative bodies in the formulation and 
proposal of radiation laws and that they 
also seek dental representation on the 
advisory committees established under 


the laws. 

The following states have adopted laws 
or some form of regulations dealing with 
radiation: 

Alaska—Chapter 66, Session Laws of Alaska, 
1957, Ap; roved, 3/18/57 

Arkansas—Act 459—1959 

California—Chapter 1819, Statutes of 1959 

Colorado—Ch. 66, Art. 1, Section 7 (20), 
(21), Section 8 (4) Colo. Rev. Statutes 1953; 
Board of Health Regulations Promulgated 
2/10/58 

Illinois—IIl. 
Sect. 194-200 


Rev. Stat., 1957, Ch. 111%, 


Indiana—Indiana Laws 1959, Chapter 77, 
Approved 3/9/59 

Kansas—Kansas General Statutes 1949, 65- 
101, State Board of Health Regulations 28- 
35-2—28-35-5 

Michigan—Department of Health Regula- 
tions 325.1301-325.1322 

Minnesota—Minn. Statutes 1953, Sect. 
144.12; Minn. State Board of Health Reg. 
1150-1160, Approved 12/4/58. 

New Jersey—Chapter 116, Public Laws of 
1958 

New 
of 1959 

New York—Sanitary 
Regulation I 

North Carolina 
not available. 

North Dakota—Ch. 23-20, 1957 
North Dakota Revised Code, 1943 

Oregon—-Oregon Laws 1957, Ch. 399, Ore- 
gon Revised Statutes 453.610 et seq. 

Pennsylvania—Dept. of Health Regulation 
$33 

South Dakota—Session Laws of 1957, Ch. 
122, Dept. of Health Reg., Ch. 2, Sect. 2.14 
Chapter 66, Public Acts of 


Mexico—Chapter 185, Session Laws 


Code, Ch. XVI, 


Enacted 1959, 


Citation 


Supp., 


I ennessee 
1959 

Texas—Texas Rev. Civil Statutes, Art. 
1418d; Texas State Board of Health Regula- 
tions on Radiation Exposure, Eff. 9/1/56. 
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Additions to the Library 


BUREAU OF LIBRARY AND INDEXING SERVICE 


The books listed here have been added 
recently to the Library collection. Re- 
quests for this material, available on loan 
to all members of the Association, should 
be addressed to the Bureau of Library 
and Indexing Service. There is no charge 
for borrowing books, but there is a mini- 
mal charge of one dollar for package 
libraries. Practically all the dental jour- 
nals published in the world at present are 
available also to members on loan. Lists 
of books and package libraries are also 
available on request. 


BOOKS 


ABERNETHY, E. A. General anaesthesia in den- 
tal office practice. (Report—Baylor Uni- 
versity.) Dallas, Texas, 1949. 42 1. On mi- 
crofilm only. 

Asricut, C. R. Derangements of the tem- 
poromandibular joint. (Thesis—Baylor Uni- 
versity.) Dallas, Texas, 1957. 143 1. On 
microfilm only. 

ABuM, M. M., ed. Workshop on dentistry for 
the handicapped; proceedings. Chicago, Na- 
tional Society for Crippled Children and 
Adults, 1958. 121 p. $5. 

AMERICAN ACADEMY OF 
Undergraduate periodontology; proceedings 
of a workshop for teachers in periodontol- 
ogy at the University of California Medical 
Center, San Francisco, June 23, 24, and 25, 
1958, edited by H. G. Ray. San Francisco, 
1959. 105 p. 

AMERICAN MepicaL AssociATIOn. Digest of 
official actions, 1846-1958. Chicago, 1959. 
779 p. $5. 


AMERICAN Mepicat Association. ComMis- 
SION ON Mepicat Care Pans. Report: 
findings, conclusions and recommendations. 
(Journal of the American Medical Associa- 
tion, Special edition, January 17, 1959.) 
Chicago, 1959. 96 p. 

AnpeRSON, J. N. An investigation into the 
properties of silicone-base impression ma- 
terials with suggestions for testing irreversi- 
ble elastic impression materials used in 
dentistry. (Thesis—University of Sheffield, 
England.) Sheffield, 1957. 158 1. On micro- 
film only. 

AsociaciOn ODONTOLOGICA ARGENTINA, In- 
dice de la literatura dental periddica en 
Castellano y Portugués, 1956. Buenos Aires, 
1959. 132 p. $8. 

Appecate, ©. C. Essentials of removable par- 
tial denture prosthesis. 2d ed. Philadelphia, 
Saunders, 1959. 364 p. $14. 

Becerra, ARMANDO & Oruers. Algunas ob- 
servaciones sobre odontopediatria. (Semi- 
nario para optar al titulo de doctores en 
odontologia—Pontificia Universidad Caté- 
lica Javeriana.) Bogota, 1958. 95 p. 

Burrows, WiiuiamM. Textbook of microbi- 
ology. With the collaboration of R. J. 
Porter and J. W. Moulder. 17th ed. Phila- 
delphia, Saunders, 1959. 954 p. $14. 

CaMPUZANO ZAMBRANG, FERNANDO. Desa- 
rrollo de maxilares adultos en casos de 
labio y paladar hendido no operado a tem- 
prana edad. (Thesis—Universidad de 
Nuevo Leén.) Monterrey, N. L., Mexico, 
1959. 48 1. Mimeo. 

CaNapas Portitta, Roperto; PERALTA Pa- 
Lacio, Romuto & Corpova ToLepo, Fa- 
BIAN. Investigaciones: clinica, hematolégica, 
radiolégica y bacteriolégica en la enferme- 
dad periodontal destructiva crénica. (Thesis 
—Universidad Central.) Quito, Ecuador, 
Editorial Universitaria, 1957. 163 p. 
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Castro, E. E. Técnica para la confeccién de 
dentaduras totales mediante el empleo de 
un articulador anatémico. (Thesis—Pon- 
tificia. Universidad Catélica Javeriana.) 
Bogota, 1958. 77 p. 

Cootey, F. H. Bacteremia following oral sur- 
gery and the use of Terramycin as a pre- 

(Thesis—Baylor University. ) 

1954. 34 1. On microfilm 


medication. 
Dallas, Texas, 
only. 

De 1a Rocue, Jorce & Oruers. Alcoholismo 
y odontologia. (Seminario para optar al ti- 


tulo de doctores en odontologia—Pontificia 


Universidad Catélica Javeriana.) Bogota, 
1958. 99 p. 

DensuaM, D. H. The construction of research 
films. New York, Pergamon Press, 1959. 
104 p. $4.45. 

DenTAL Curnics or Nortu America, No- 


vember 1959. Symposium on office oral sur- 
gery. Philadelphia, Saunders, 1959. 235 p. 

DeutscHE GESELLSCHAFT FUR ZAHN-, 
Munp- unp KIeFERHEILKUNDE. Festschrift 
zum hundertjahrigen Bestehen. (Deutsche 
Zahna@rztliche Zeitschrift, Vol. 14, No. 17, 
September, 1959, p. 1101-1332.) Munich, 
Hanser, 1959. 231 p. 

Ennis, L. R. & Berry, H. M. Dental roent- 
genology. 5th ed. Philadelphia, Lea & Fe- 
biger, 1959. 607 p. $15. 

Estrapa, E. A. Exodéncia con 
(Thesis—Pontificia Universidad 
Javeriana.) Bogota, 1958. 99 p. 

Estrapa, Horacio. Sistemas usados para per- 
cibir honorarios. (Thesis—Pontificia Uni- 
versidad Catélica Javeriana.) Bogota, 1958. 
67 p. 

Ewina, J. E. Fixed partial prosthesis. 2d ed. 
Philadelphia, Lea & Febiger, 1959. 288 p. 
$8.50. 

FuENTES ZAMBRANO, RAFAEL. Breves notas 
sobre economia dental. (Thesis—Universi- 
dad de Nuevo Leén.) Monterrey, N. L., 
Mexico, 1959. 30 p. Mimeo. 

GamBoa, Pauta & Ropricuez, CECILLA. 
Manifestaciones orales de la _ diabetes. 
(Seminario para optar al titulo de doctoras 
en odontologia—Pontificia Universidad Ca- 
télica Javeriana.) Bogota, 1958. 59 p. 

Garcia, A. F. & Ropricuez, FANNy. Acci6n 
del monoclorofenol alcanforado sobre la 
flora microbiana de los conductos radi- 
culares. (Seminario para optar al titulo de 
doctoras en odontologia—Pontificia Uni- 


osteotomia. 
Catolica 


versidad Catélica Javeriana.) Bogota, 1958. 
79 p. j 
GeoroiA DenTAL Association. Georgia Den- 
tal Association; a century of dedicated serv- 
ice, 1859-1959. Altanta, 1959. 52 p. 
GONZALEZ, Enrique & Oruers. Seminario de 
(Seminario para 


higiene dental escolar. 
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optar al titulo de doctores en odontologia— 
Pontificia Universidad Catélica Javeriana. ) 
Bogota, 1958. 88 p. 

Granapos, ALVARO & Perez, Car.os. Aneste- 
sia general y local en odontologia. (Seminario 
para optar el titulo de doctores en odonto- 
logia—Pontificia Universidad Catélica Jave- 
riana.) Bogota, Editorial Kelly, 1958. 180 p. 

Greuticnu, W. W. & Py S. I. Radiographic 
atlas of skeletal development of the hand 
and wrist. 2nd ed. Stanford, Cal., Stanford 
University Press, 1959. 256 p. $15. 

GusseEn, A. J. Dantys: ju priezitira, sveikata 
ir grozis. Chicago, Naujienu Leidinys, 1956. 
199 p. $4. 

Jerson, R. P. & Catrcupote, B. N. An intro- 
duction to surgery for dental students. 
Springfield, Ill., Thomas, 1959. 166 p. $5. 

KazanjJIaAn, V. H. & Converse, J. M. The 
surgical treatment of facial injuries. 2d ed. 
Baltimore, Williams & Wilkins, 1959. 1,110 
p. $22. 

Lopez Garza, Sercio. Educacién dental pabli- 
ca. (Thesis—Universidad de Nuevo Leén. ) 
Monterrey, N. L., Mexico, 1957. 42 1. Type- 
written. 

McC.uccace, R. W. A history of the Ameri- 
can Dental Association; a century of health 
service. Chicago, American Dental Associa- 


MatmO (Sweden). Dentat SCHOOL. 
Annual publications, 1958. Editor: Hans 
Grahnen. Malm, 1959. 64 p. 

Moyers, R. E. & Jay, Puiuip, ed. Orthodon- 
tics in mid-century; transactions of a work- 
shop in orthodontics, June 16 through 21, 
1958. St. Louis, Mosby, 1959. 344 p. $8.75. 

New Jersey State Society. Coun- 
cit oN Hospirat DENTAL SErRvIcE. Essen- 
tials of dental health for nurses. Camden, 
N. J., 1959. 64 p. $1.25. 

New York. State. DEPARTMENT OF HEALTH. 
Dental public health in New York State; a 
review on the occasion of the American 
Dental Association centennial, 1859-1959. 
Albany, N. Y., 1959. 41 p. 

Ocampo ALVAREZ, ArRTURO. Principios de 
odontologia sanitaria. Bogota, Editorial An- 
tares, 1958. 286 p. 

OsBorNnE, JoHN & Lammte, G. A. Partial den- 
tures. 2d ed. Oxford, Blackwell, 1959. 446 p. 
$10.50. 

PerMAR, Dorotuy. A manual of oral embry- 
ology and microscopic anatomy; a textbook 
for students in dental hygiene. 2d ed. Phila- 
delphia, Lea & Febiger, 1959. 121 p. $5.50. 

Puiturps, R. W. Dental materials—reference 
notes. Indianapolis, Indiana University 
School of Dentistry, 1959. 112 1. Mimeo. 

PRosKAUER, Curt. The hidden political allu- 
sion in a dental etching by Francisco de 
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Goya (1745-1828). (Reprinted from Jour- 
nal of the History of Medicine and Allied 
Sciences, Vol. 14, No. 3, p. 354-359.) New 
Haven, Conn., 1959. 6 p. 

Quirino Dos Santos, C. J. A. Restauragdes 
em odontopediatria. (Reprinted from Anais 
do 1.° Congresso Odontolégico Paulista.) 
Sao Paulo, 1957. 144 p. 

Scuwartz, Lasz_to & Oruers. Disorders of 
the temporomandibular joint; diagnosis, 
management, relation to occlusion of teeth. 
Philadelphia, Saunders, 1959. 471 p. $15. 

SHARTEL, BurKE & Pant, M. L. The law of 
medical practice. Springfield, Ill., Thomas, 
1959. 445 p. $12.50. 

Soyvenkorr, B. C. Laboratory guide in bio- 
chemistry for students of dentistry. New 
York, New York University College of Den- 
tistry, 1958. 114 p. $4.20. 

Strunk, WixuiAm. The elements of style. With 
revisions, an introduction, and a new chap- 
ter on writing by E. B. White. New York, 
Macmillan, 1959. 71 p. $2.50. 

Sweet, A. P. §. Dental biographical sketches. 
(Reprinted from Dental Radiography and 
Photography.) Pittsford, N. Y., Naportan 
Company, 1959. 32 p. $1.50. 

THORNHILL, J. R. The use of antihistamines 
in oral surgery to reduce swelling. (Thesis— 
Baylor University.) Dallas, Texas, 1954. 
42 1. On microfilm only. 

U. S. DEPARTMENT OF DEFENSE. Emergency 
war surgery. U. S. Armed Forces issue of 
NATO handbook prepared for use by the 
medical services of NATO nations. Wash- 
ington, Govt. Print. Off., 1958. 411 p. 
$2.25. 

U. S. Nationa or RE- 
SEARCH. INFORMATION OrrFiceE. Highlights 
of progress in dental research, 1958. 
Bethesda, Md., 1959. 21 p. 


U. S. Navat Dentat Scuootr (Bethesda, 
Md.). Dental technician, prosthetic. 3d ed. 
(NAVPERS 10685-A.) Washington, Govt. 
Print. Off., 1959. 493 p. $2. 

U. S. Pusiic Heattu Service. The dental 
service corporation in a public assistance 
program; a report from Washington State. 
(Public Health Service publication No. 
680.) Washington, Govt. Print. Off., 1959. 
50 p. 

U. S. HEALTH Service. Division or 
DenTAL Resources. Dental care in a 
group purchase plan; a survey of attitudes 
and utilization at the St. Louis Labor 
Health Institute. Washington, Govt. Print. 
Off., 1959. 68 p. 

U. S. Pusiic Heattu Service. Division oF 
Dentat Resources. Speaking of prepaid 
dental care; a glossary of terms. (Public 
Health Service publication 679.) Washing- 
ton, Govt. Print. Off., 1959. 25 p. 

U. S. Pustic Heattu Service. Division oF 
Pusiic HEALTH MeEtTuobps. Physicians, den- 
tists, and professional nurses. (Health man- 
power source book No. 9.) Washington, 
Govt. Print. Off., 1959. 80 p. $0.50. 

VarGAS, BENJAMIN. A study of bacteremia 
following gingivectomies. (Thesis—Baylor 


University.) Dallas, Texas, 1958. 42 1. On 
microfilm only. 


Wirkins, E. M. & McCuttoueu, P. A. Clin- 
ical practice of the dental hygienist. Phila- 
delphia, Lea & Febiger, 1959. 463 p. $9.50. 

WoeELFEL, NorMan. Amateur filmstrip pro- 
duction; a technical guide for audio-visual 
centers. Columbus, Ohio State University. 
Bureau of Educational Research and Serv- 
ice, 1958. 27 p. $1. 

WuEHRMANN, A. H. Roentgenographic inter- 
pretation of dental caries. (Practical dental 
monographs, September 1959.) Chicago, 
Year Book Publishers, 1959. 46 p. 
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OF 


BUREAT 


By action of the House of Delegates in 
September 1959, the Bureau of Audio- 
visual Service of the American Dental 
Association was established. The duties 
of the Bureau are: 


a. To develop and maintain a film 
library and a of audiovisual 


service for the Association. 


program 


b. ‘To foster the use and production of 


audiovisual materials of interest to the 


dental profession. 


With the release of the two films, “Pat- 
tern of a Profession” “Centennial 
Session,’ reviewed in THE JOURNAL in 
December 1959, the Association has ac- 
celerated its program of information 
about the profession. “Pattern of a Pro- 
fession” was produced for television and 
the public ; “Centennial Session” was pro- 
duced for the dental profession. 

During the year 1960, special emphasis 
will be given to a film rating and analysis 
activity. Preview panels are being de- 
veloped to provide evaluative data on a 
wide range of films related to dentistry. 
The activity is designed to influence the 
production of films on dental subjects 
and to improve the effectiveness of the 
use of the film medium in communicat- 
ing ideas. The activity offers the partici- 
pating preview panels an opportunity to 
see the films being considered for the mo- 
tion picture program of the annual session 
and for distribution by the Film Library. 
“Application for Preview” forms and 


and 


American Dental Association Film Library 


AUDIOVISU¢ 


F THE AMERICAN DENTAL ASSOCIATION 


SERVICE 


Mimeographed information are available 
on request. 


FILM REVIEWS 


The following films have been added to 
the Film Library and are listed in the new 
film catalogue, Audiovisual Materials in 
Dentistry. A selected film list, “Dental 
Information Films Available for Tele- 
vision,” has been prepared by the Film 
Library and will be sent on request. 


Operation Teamwork * 16 mm., 38 minutes, 
sound, color. Revised 1959 by Mrs. Mildred 
Sue Kipp and the San Gabriel Valley Dental 
Society. Rental from A.D.A. Film Library $5. 


An account of the day’s activities of two 
dental assistants provides guidance for the 
dentist in the use of his assistants and should 
help in the training of dental assistants. One 
assistant is receptionist, secretary and chair- 
side assistant. The other is chairside assistant 
and laboratory technician. Dress and _ basic 
assignments are outlined. The routines of the 
day are given in detail for both assistants in 
the office, and for the two operating rooms and 
the laboratory. The smooth functioning of the 
dental team is seen to flow from organization 
and training. The cooperation of the dentist 
and his personnel is emphasized. An informa- 
tive and refreshing film. 


A Kinematic Study on Sagittal Condylar 
Guidance * 16 mm., 14 minutes, magnetic 
sound, color. Produced in 1959 by Ulf Posselt, 
Royal Dental School, Malmo, Sweden. Rental 
from A.D.A. Film Library $4.50. 


Two problems are illustrated: (1) Does the 
sagittal condylar path inclination influence 
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the movements of the mandible?; (2) does 
the shape of the occlusal pattern or the loca- 
tion and type of occlusal stress influence the 
condylar path? Experiments show that records 
of the condylar path inclination are desirable 
in balancing the articulation and that registra- 
tions of sagittal condylar path are identical 
for various guidances. 


A Mouth Rehabilitation (Part I) * 16 mm., 
31 minutes, sound, color. Produced in 1958 
by Thomas R. Meadows, D.D.S., and Posey 
G. Hedges, D.D.S., University of Tennessee. 
Rental from A.D.A. Film Library $4.50. 


This part deals with treatment planning and 
preparation for a full mouth restoration. The 
elements of a treatment plan are discussed. 
The use of a facebow to locate the hinge axis, 
the establishment of the vertical dimension, 
impression technics, the facebow transfer and 
articulator adjustments are demonstrated in 
detail. 


A Mouth Rehabilitation (Part II) * 16 mm., 
47 minutes, sound, color. Produced in 1958 by 
University of Tennessee. Rental from A.D.A. 
Film Library $4.50. 


The film opens with complete planning for 
removable and fixed partial dentures. The 
use of the dental surveyor and the preparation 
of teeth for precision attachments is presented 
with very careful detail. The use of master, 
refractory and investment models is explained 
and the details of the construction of a fixed 
bridge from impression to cementing in place 
is given. 


SLIDE REVIEWS 


The following three slide series are 
unique in that they are accompanied by a 


narration on 4 inch tape (334 ips). The 
material is unusually well selected, organ- 
ized and presented. 


Classification, Diagnosis and Treatment Plan- 
ning for Periodontal Diseases (Slides) * 53 
slides, sound (tape—3% ips, 55 minutes) 
color, script. Produced in 1957 by Veterans 
Administration Dental Training Center, Chi- 
cago. Rental from A.D.A. Film Library $3. 


A recorded lecture that reviews the clinical 
appearance, etiology, or pathologic changes 
and differential diagnosis of various inflam- 
matory, degenerative and productive diseases 
of human periodontal tissues. Number 2 in a 
series. 


Embryology and Anatomy of the Periodontal 
Tissues (Slides) * 26 slides, sound (tape—3% 
ips, 32 minutes), color, script. Produced in 
1957 by Veterans Administration Dental 
Training Center, Chicago. Rental from A.D.A. 
Film Library $3. 


A recorded lecture that reviews the growth, 
development, anatomy, histology and age 
changes of human periodontal tissues. Num- 
ber 1 in a series. 


Preparation of Anterior Teeth for the Three- 
Quarter Cast Gold Crown (Slides) ¢* 4i 
slides, sound (tape—3% ips, 28 minutes), 
color, script. Produced in 1957 by Robert J. 
Crum, D.D.S., for Veterans Administration 
Dental Training Center, Chicago. 


This recorded lecture reviews the armamen- 
tarium and methods for proximal, incisal and 
lingual reduction, proximal groove prepara- 
tion, removal of gingivoproximal enamel and 
chamfer preparation for the three-quarter cast 
gold crown. 
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Supplement to List of Certified Dental Materials 


COUNCIL ON DENTAL RESEARCH 


SURVEY * From time to time products on the List of Certified Dental Materials are 
tested for continued compliance with American Dental Association specifications. 

Samples of the certified dental mercuries were tested by the American Dental Asso- 
ciation Research Division at the National Bureau of Standards under the supervision 
of that Bureau. The following certified materials were found to comply with the 
specification. This list supersedes that published in the July 1959 issue of THE 
JOURNAL. 


CERTIFIED DENTAL MERCURIES 
(A.D.A. SPECIFICATION NO. 6) 


Mercury Manufacturer or distributor 


- Hammond Dental Manufacturing Co. 


Argentum 

Garhart’s Positively Pure ....................+.+..++.+Garhart Dental Specialty Co. 

Mercury C. Wildberg Bros. Smelting & Refining Co. 
Mercury N. F. IX Redistilled ..................... Mallinckrodt Chemical Works 
Mercury Triple Distilled C. P. .................... Laboratory Products Co. 
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Odontographic Odontographic Mfg. Co. 
Research Precious Metals Research Works, Inc. 


Triple Distilled Mercury Eastern Smelting & Refining Co. 
Triple Distilled Mercury C. P. ....................Oceanic Chemical Co., Inc. 


Twentieth Century The L. D. Caulk Co. 


Ultra Pure Mercury Theta Corporation 


(Applies to Williams’ one pound 
bottles only, as quarter pound con- 
tainers are not glass or polyethylene. ) 


ADDITION * Since publication of the most recent List of Certified Dental Materials, 
revised to May 1, 1959 (J.A.D.A. 59:130 July 1959), the following materials which 
conform to American Dental Association specifications have been added. 


CERTIFIED DENTAL AMALGAM ALLOYS 
(A.D.A. SPECIFICATION NO. 1, FIRST REVISION ) 


Alloy Manufacturer or distributor 


Silver Crown Medium (pellets); Non Zinc 
(pellets) ; Fine Cut (pellets); Fine 
Cut Non Zinc (pellets) General Refineries, Inc. 


CERTIFIED DENTAL INLAY CASTING INVESTMENTS 
(A.D.A. SPECIFICATION NO. 2) 
Investment Manufacturer or distributor 


Ransom & Randolph Gray Investment.............- The Ransom & Randolph Company 


CERTIFIED SELF-CURING REPAIR RESINS 
(A.D.A. SPECIFICATION NO. 13) 
Material Form Manufacturer or distributor 


Pink; powder-liquid Cosmos Dental Products, Inc. 
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CREATIVE DISCUSSION 


By Rupert L. Cortright and George L 
Hinds. 297 pages. Index. $6. New York, 
The Macmillan Co., 1959. 


People spend far more time talking than they 
do writing, and almost three times as much 
time listening as reading, according to these 
authors of an excellent text on the science of 
verbal communication. 

Dentists can find substantial help here in 
the management of conversations with (or 


within the hearing of) their patients. Technics 
for interviewing job applicants, and for in- 
structing, commending or correcting employ- 


ees, are presented interestingly. For the grow- 
ing number of dentists who participate actively 
in group discussions of any nature, the book 
explains the effective and acceptable methods 
of presenting one’s opinions. The sections on 
voice and gestures are outstanding. 

Those who face the responsibility of organ- 
izing or directing a group meeting can get the 
most from this text. Every essential in the 
planning of site, time, participant-selection, 
agenda, topic and sequence, and control over 
irrelevant or objectionable talk, to the final 
summation of the group opinion, is developed 
logically. 

The authors are both at Wayne State Uni- 
versity, where Mr. Cortright is professor of 
speech, and his assistant, Mr. Hinds, also man- 
ages the executive development program. 

Although this is an untested first edition, 
the material so well organized within its pages 
is obviously the thoroughly tested contents of 
the college courses these men teach. Each of the 
15 chapters is followed by a short quiz to help 
fix its key points in the reader’s memory, and 
by a list of authors quoted. 

Several charts and bold subject headings 
offset the unavoidable lack of illustrations and 
make reading easy. This is an excellent text for 
the man who has something worth saying. 

J.C. Almy Harding 


CLINICAL ENZYMOLOGY 


Edited by Gustav J. Martin, Sc.D. 241 
pages with 22 figures and photographs. 
Index. $6. Boston, Little, Brown @ Co., 
1958. 


The seven sections of this book clearly dis- 
cuss the current status of the use of enzymes 
in clinical medicine. In a well-organized man- 
ner, enough basic chemistry is presented to 
provide the reader with a rationale for the 
use of enzymes in therapy. Each section is 
well documented. 

The fundamental chemistry and _ physical 
chemistry of enzymes are presented first, with 
a description of the basic structure of pro- 
teins. The next section is devoted to the 
principal biochemical and pharmacological ac- 
tions of trypsin, streptokinase and other en- 
zymes of known or suspected clinical utility, 
and another section to the parenteral use of 
enzymes in medicine, including case reports. 
The problems in the diagnostic use of en- 
zymes then are considered, followed by a sec- 
tion on the general theory of polymerases and 
macromolecules in biological systems. Here the 
existing knowledge of the structure of pro- 
teins, nucleic acids and carbohydrates is out- 
lined brilliantly together with the role of 
secondary valence in protein structure. The 
editor finally summarizes and provides perspec- 
tives for clinical enzymology. 

Specific scientific areas needing further in- 
vestigation often are pointed out to the 
reader, and one is intrigued with the possible 
role of elastase and collagenase in arterio- 
sclerotic and collagenous diseases and the 
possibilities of the use of ribonuclease in cancer 
research. 

A more liberal use of appropriate illustra- 
tions could have been utilized, especially in the 
description of protein structure. 

This book can provide a stimulating refer- 
ence for dental research workers wishing to 
extend their horizons. Harold R. Englander 
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OUTLINE OF HISTOLOGY 


By Margaret M. Hoskins, Ph.D., and Ger- 
rit Bevelander, Ph.D. Fourth edition. 
323 pages with 175 illustrations and 2 
colored plates. Index. $4.75. St. Louis, 
Mo. C. V. Mosby Co., 1959. 


The book has two sections. Part 1, General 
Histology, is composed of 16 separate chap- 
ters, and contains 117 line drawings and pho- 
tomicrographs, and also, two colored plates. 
Part 2, Dental Histology and Embryology, is 
composed of 13 distinct chapters, and con- 
tains 58 line drawings and photomicrographs. 
Each part has its individual index. 

It is rather difficult to review a book that 
provides no point of adverse criticism. The 
first edition of this paper-bound textbook ap- 
peared in 1942. It was an impressive achieve- 
ment and contained a vast amount of knowl- 
edge. Since then three other editions have been 
published. 

This edition should receive the same enthu- 
siastic reception as its predecessors. Years of 
teaching experience and research are reflected 
in this work, designed basically for students 
and research workers. Much solid information 
is contained within its pages. All of the illus- 
trations are of high quality and excellently 
reproduced, The line drawings are particu- 
larly notable for their clarity and concise 
labeling. The text is stated clearly and flu- 
ently. Although there are no references, all 
the information is readable and presented at 
the student’s level, in orderly, informative, 
brief, yet interesting fashion. The material is 
current. 

The book can be recommended witiout 
reservation to medical and dental students, 
research workers in this field, and to practi- 
tioners who wish to broaden their knowledge 
of the subject. 

The format and typography are especially 
pleasing and contribute significantly to the 
clarity of the text. E. Alan Lieban 


THE MEDICAL CARE PRICE INDEX 


By Harry J. Greenfield, Ph.D., and Odin 
W. Anderson, Ph.D. 22 pages with 7 
tables and 5 charts. New York, Health 
Information Foundation, 1959. 


In recent years, considerable publicity has been 
given to the Consumer Price Index and to its 
medical care component in particular. As a 
result of this publicity and the economic in- 
volvement of a large segment of the popula- 
tion with the index, Consumer Price Index 
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has become a familiar part of the American 
vocabulary. Yet, to many, the concept under- 
lying the index as well as the procedures in- 
volved in its construction and the relationship 
of the medical care index to the general price 
index remain largely enigmatic. The authors 
of this pamphlet have done an excellent job 
of clarifying much of this mystery. 

The pamphlet is divided into four major 
sections discussing such topics as the concept 
of an index number, the Consumer Price 
Index, the medical care index and the evalua- 
tion of the Index. The section on “The Medi- 
cal Care Component of the Consumer Price 
Index” should be of great interest to the den- 
tists. Here, the authors discuss the history of 
the medical care index, its construction, limi- 
tations, validity and uses. Tables, charts and 
hypothetical as well as actual numerical ex- 
amples are used to illustrate many of the argu- 
ments presented in the text. 

Although the pamphlet deals primarily with 
physicians’ fees and costs of hospital care, den- 
tists should find this pamphlet very informa- 
tive. George Ogawa 


PHARMACOLOGY AND THERAPEUTICS 


By Harold N. Wright, Ph.D., and Mildred 
Montag, Ed.D., R.N. Seventh edition. 
505 pages with 94 illustrations. Index and 
glossary. $5. Philadelphia, W. B. Saunders 
Co., 1959. 


This is a specialized text for students of nurs- 
ing. It contains much practical information 
which should make it useful also as a hand- 
book for practicing nurses. 

Therapeutics is given primary emphasis. 
Pharmaceutical calculations and dispensing 
are discussed at length. A list of questions and 
a brief bibliography are parts of each chapter. 
Drugs described in the U. S. Pharmacopeia, 
the National Formulary and New and Non- 
official Drugs are listed after each section of 
each chapter. Dr. Charles W. Nash has con- 
tributed a chapter on Canadian drug legisla- 
tion. The coverage is broad and the material 
is generally up to date, but propoxyphene is 
not included in the discussion of analgesics 
and the properties of penicillin V are not ade- 
quately covered. 

The illustrations include many line draw- 
ings which help to clarify the physiologic 
basis of drug action. The material is organ- 
ized logically, it is easy to read, and free from 
errors. Paper and typography are excellent. 
The book is very well designed for its intended 
purpose. Donald A. Wallace 
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Atkins, Charles H., Flat Rock, Mich.; Detroit 
College of Medicine, Department of Dental 
Surgery, 1902; died July 25; age 81. 

Barclay, Harrison L., Buffalo; University of 
Buffalo School of Dentistry, 1914; died 
June 5; age 73. 

Barger, Lloyd M., Baltimore; Kansas City- 
Western Dental College, 1921; died Sep- 
tember 16; age 61. 

Barris, Nathaniel, Philadelphia; University of 
Pennsylvania School of Dentistry, 1923; 
died June 12; age 58. 

Benton, Walter W., Nezperce, Idaho; St. 
Louis University School of Dentistry, 1919; 
died July 30; age 67. 

Beshshur, Isbir K., Chicago; University of 
Illinois College of Dentistry, 1928; died 
June 18; age 63. 

Bevil, Percy D., Sacramento, Calif.; Texas 
Dental College, 1913; died August 26; 
age 67. 

Bisco, Michael J., Fort Worth, Texas; Chi- 
cago College of Dental Surgery, 1905; died 
September; age 84. 

Blachly, DeWitt W., Chicago; Northwestern 
University Dental School, 1921; died Au- 
gust 15; age 70. 

Blount, Herbert V., St. Louis; Washington 
University School of Dentistry, 1917; died 
July 12; age 65. 

Bondy, Raymond M., Ft. Lauderdale, Fla.; 
Chicago College of Dental Surgery, 1908; 
died July 31; age 75. 

Boys, James W., Pana, IIl.; Indiana Dental 
College, 1923; died June 20; age 62. 

Brandt, Carl R. M., Council Bluffs, Iowa; 
Northwestern University Dental School, 
1902; died July 28; age 82. 

Bristol, Burt M., Cohasset, Mass.; Harvard 
Dental School, 1899; died July 28; age 83. 

Brown, Clifton G., Cambridge, Mass.; Har- 
vard Dental School, 1897; died July 30; 
age 88. 


Burns, Walter E., Needham, Mass.; College 
of Dental and Oral Surgery, 1909; died 
July 23; age 81. 

Calhoun, Frederick J., Seattle; North Pacific 
College of Oregon School of Dentistry, 
1923; died September 5; age 63. 

Calkin, Rolla C., Guthrie, Okla.; Kansas 
City-Western Dental College, 1928; died 
August 31; age 59. 

Campbell, James C., San Fernando, Calif.; 
Chicago College of Dental Surgery, 1915; 
died August 27; age 64. 

Cappel, Marshall T., Alexandria, La.; Tulane 
University School of Dentistry, 1913; died 
July 31; age 71. 

Carter, Raymond B., Pepperell, Mass.; Har- 
vard Dental School, 1904; died October 14, 
1958; age 78. 

Cayley, Thomas R., Chicago; Chicago College 
of Dental Surgery, 1923; died June 16; 
age 61. 

Chab, Henry J., Los Angeles; Uinversity of 
Nebraska College of Dentistry, 1927; died 
September 2; age 56. 

Cohlmeyer, Louis W., Highland, IIl.; St. Louis 
University School of Dentistry, 1914; died 
June 6; age 73. 

Coles, Arthur F., Westfield, Mass.; Philadel- 
phia Dental College, 1901; died August 29; 
age 85. 

Couch, Cary C., Madison, Wis.; Marquette 
University Dental School, 1924; died Au- 
gust 20; age 64. 

Cronin, John H., Chicago; Chicago College 
of Dental Surgery, 1913; died June 14; 
age 74. 

Cuddy, John D., Hartford, Conn.; Temple 
University School of Dentistry, 1928; died 
July 22; age 53. 

Curry, Robert W., Gleason, Tenn.; Vander- 
bilt University School of Dentistry, 1904; 
died August 30; age 77. 
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DeBiase, James, Chicago; University of Illi- 
nois College of Dentistry, 1931; died Au- 
gust 16; age 53. 

Deffebach, Marion J., Fresno, Calif.; Univer- 
sity of Southern California School of Den- 
tistry, 1950; died September 2; age 34. 

DeVirgiliis, Vincenzo E., Philadelphia; Med- 
ico-Chirurgical College of Philadelphia, 
1914; died July 29; age 78. 

Diamond, Fred R., New York; New York 
College of Dentistry, 1934; died August 15; 
age 50. 

Dorsey, Walter C., Baltimore; Baltimore Med- 
ical College, Dental Department, 1898; 
died June 8; age 84. 

Dugmore, John B., Hannibal, Mo.; St. Louis 
University School of Dentistry, 1925; died 
August 17; age 58. 

Dunphy, John J., Northampton, Mass.; 
Georgetown University School of Dentistry, 
1920; died November 5, 1958; age 65. 

Dustin, Paul W., Dayton, Ohio; Ohio College 
of Dental Surgery, University of Cincin- 
nati, 1909; died July 24; age 75. 

Enloe, Henry V., Eldorado Springs, Mo.; 
Kansas City Dental College, 1896; died 
August 14; age 88. 

Fahey, Leo F., Sidney, Ohio; University of 
Buffalo School of Dentistry, 1911; died 
July 22; age 71. 

Faragher, Patrick E., Cleveland; Western Re- 
serve University School of Dentistry, 1919; 
died July 17; age 73. 

Farmer, William R., Upland, Calif.; Univer- 
sity of Southern California College of Den- 
tistry, 1915; died August 14; age 74. 

Favors, Joseph S., Dallas, Texas; Baylor Uni- 
versity College of Dentistry, 1926; died 
September 2; age 62. 

Feldman, Philip J., Mt. Vernon, N. Y.; Uni- 
versity of Illinois College of Dentistry, 1944; 
died September 16; age 48. 

Fermaglich, Charles, Houston, Texas; Uni- 
versity of Texas School of Dentistry, 1943; 
died July 20; age 39. 

Ferrin, Whitman G., Mahanoy City, Pa.; 
University of Pennsylvania School of Den- 
tistry, 1905; died August 1; age 79. 

Fleming, James, San Francisco; College of 
Physicians and Surgeons, 1912; died Sep- 
tember 8; age 86. 

Gans, Louis, Hamden, Conn.; University of 
Michigan School of Dentistry, 1936; died 
August 8; age 47. 

Giacalone, Anthony J., San Jose, Calif.; Col- 
lege of Physicians and Surgeons, 1938; died 
September 17; age 48. 

Ginsburg, Louis, New York; New York Col- 
lege of Dentistry, 1914; died August 13; 
age 69. 
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Glick, Horace M., West Lafayette, Ind.; In- 
diana University School of Dentistry, 1929; 
died August 7; age 52. 

Grand-Jean, Henri R., University City, Mo.; 
Washington University School of Dentistry, 
1919; died August 19; age 71. 

Green, Walter E., Baltimore; University of 
Maryland, Dental Department, 1904; died 
July 3; age 78. 

Gross, P. Philip, Philadelphia; University of 
Pennsylvania School of Dentistry, 1922; 
died August 25; age 60. 

Gruttner, Albert T., San Francisco; College 
of Physicians and Surgeons, 1904; died Au- 
gust; age 77. 

Gunter, Alvin G., Rockford, Ill.; Northwest- 
ern University Dental School, 1916; died 
August 2; age 77. 

Gustafson, Hiram R., Newton, Iowa; Univer- 
sity of Iowa College of Dentistry, 1916; 
died July 3; age 68. 

Hammond, Thomas W., Tacoma, Wash.; 
North Pacific College of Oregon School of 
Dentistry, 1925; died July 29; age 72. 

Heiman, Henry, Lockport, N. Y.; University 
of Michigan School of Dentistry, 1927; died 
August 15; age 58. 

Henderson, Howard C., Salem, N. J.; Uni- 
versity of Pennsylvania School of Dentistry, 
1919; died August 15; age 63. 

Hitchcock, Lewin N., Westminster, Md.; Bal- 
timore College of Dental Surgery, Univer- 
sity of Maryland, 1925; died September 
14; age 57. 

Hoeffer, William C., Pottsville, Pa.; Univer- 
sity of Pennsylvania School of Dentistry, 
1897; died July 27; age 83. 

Houck, Elmer L., Lewisburg, W. Va.; Medi- 
cal College of Virginia School of Dentistry, 
1930; died August 2; age 52. 

Jenkinson, Harry L., Woodruff, Wis.; Mar- 
quette University Dental School, 1918; died 
March 18; age 63. 

Jones, Harvey V., Marceline, Mo.; Northwest- 
ern University Dental School, 1905; died 
August 7; age 80. 

Jordan, Benjamin A., Los Angeles; University 
of Illinois College of Dentistry, 1912; died 
July 24; age 74. 

Joseph, Charles O., Pomona, Calif.; College 
of Physicians and Surgeons, 1927; died 
September 6; age 61. 

King, Joseph R., Louisville, Ky.; Louisville 
College of Dentistry, 1912; died July 30; 
age 69. 

Knight, Hubert C., Syracuse, N. Y.; Univer- 
sity of Buffalo School of Dentistry, 1917; 
died August 1; age 66. 

Kogan, Raphael B., New York; College of 
Dental and Oral Surgery, 1922; died Sep- 
tember 8; age 70. 
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Journalism: Morris J. Wilson, Chm., P.O. Box 257, Greenville, Ky. 

Judicial: C. E. Rutledge, Chm., 2500 Bissell St., Richmond, Calif. 
Bernard J. Conway, Secy., 222 E. Superior St., Chicago 

Legislation: Floyd W. Pillars, Chm., Equitable Bldg., Des Moines, Iowa 
Bernard J. Conway, Secy., 222 E. Superior St., Chicago 

Membership: Frederick A. Trevor, Chm., 775 Main St., Melrose, Mass. 

National Board of Dental Examiners: D. Roy Grant, Chm., 507 Polk St., San Francisco 
Gerard J. Casey, Secy., 222 E. Superior St., Chicago 

Relief: H. R. Bleier, Chm., 4177 N. Oakland Ave., Milwaukee 
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Roentgenology: Theodore S. Grant, University of California Medical Center, San Francisco 22 
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Only you. Loom toatl Thorouglly| 


For patients at home — why not 

Kolynos® .. the only toothpaste 

accepted for advertising by the 
American Dental Association 


You’re wise to make sure your patients brush 
with a toothpaste offering cleaning protec- 
tion rather than “miracle” protection. 
Cleaning is a Kolynos specialty. 

As for toothpastes with “miracle” ingredi- 
ents—the American Dental Association 
states: “Adequate scientific evidence has not 
yet been produced in support of the special 
decay preventive claims that are made for 
many nationally-advertised dentifrices...” 
The Association insists the only way for a 


toothpaste to prevent decay is to brush teeth 
promptly after eating. 

Kolynos has therefore developed a new 
Super-White formula that’s a highly effec- 
tive combination for brushing. It has 3 
cleansing agents instead of 2. Brushing with 
this additional cleansing action effectively 
removes food residues that lead to cavities 
... gives naturally whiter, brighter teeth. 
No toothpaste anywhere can do more. Yet 
Kolynos costs less than other leading 
brands. 2 giant tubes for only 69¢. 
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MEETINGS OF THE AMERICAN DENTAL ASSOCIATION 


One-Hundred and First Annual Session 
One-Hundred and Second Annual Session 
One-Hundred and Third Annual Session 
One-Hundred and Fourth Annual Session 


One-Hundred and Fifth Annual Session 


MEETINGS OF CONSTITUENT SOCIETIES 


State Date Place 


Alabama Apr Birmingham 
Alaska July 5 Juneau 
Arizona Apr. 20-23 Tucson 
Arkansas Apr. 3-6 Little Rock 
California Apr. 24-27 
S. California May 2-4 
Colorado (ct. 2-5 


Connecticut May 18, 19 


San Francisco 
Los Angeles 
Colorado Springs 
Hartford 
Delaware June 10, 11 Wilmington 
Dist. of Columbia Mar. 13-16 
Florida May 15-18 
Georgia (ct. 2-5 
Hawaii (Oct. 24-27 
Idaho Sept. 15-17 
May 11-13 
Indiana May 16-18 


Washington 
Miami Beach 
Savannah 
Honolulu 
Sun Valley 
Rockford 
Indianapolis 
lowa May 2-4 Des Moines 
Kansas May 1-4 Wichita 
Kentucky Mar. 31-Apr.2 Lexington 
New Orleans 
Rockland 
Atlantic City 


Louisiana Apr. 27-30 
Maine June 16-18 
Maryland June 8-12 
Massachusetts May 1-4 Boston 
Michigan May 2-4 Detroit 
Minnesota Apr. 25-27 St. Paul 
Mississippi Apr. 24- Jackson 


October 17-20, 1960 


October 16-19, 1961 


October 29-November 1, 1962 


October 14-17, 1963 


November 9-12, 1964 


Secretary and Address 


Los Angeles 
Philadelphia 
Miami Beach, Fla. 
Atlantic City, N.J. 


San Francisco 


C. R. Crook, Professional Center, Montgomery 
W. E. Alexander, 406 G St., Anchorage 
W. G. Burke, 15 E. Monroe St., Phoenix 


D. M. Hamm, Box 89, Clarksville 


’. J. Healy, 518 Sutter St., San Francisco & 


. H. Thomason, 903 Crenshaw Blvd., Los Angeles 19 


H. Siersma, 724 Republic Bldg., Denver 2 


? 


S. Arnold, 37 Linnard Rd., W. Hartford 
. J. Truono, 1401 Gilpin Ave., Wilmington 6 
F. Keaveny, 1835 Eye St., N.W., Washington 6 


Chace, 518 Tampa St., 


. M. Butler, Jr., 701 Southern United Bldg., Macon 


H. Dawe, Alexander Young Bldg., Honolulu 13 


E. Burgess, 151 Fourth Ave., N., Twin Falls 


. W. Clopper, 632 Jefferson Bldg., Peoria 


L. Howell, 1012 Hume Mansur Bldg., Indianapolis 4 


. N. Hake, 639 Insurance Exchange Bldg., Des Moines 9 


A. Richmond, Brotherhood Bldg., Kansas City 1 


. B. Coxwell, Jr., 2208 Dundee Rd., Louisville 5 


S. Bernhard, 231 Atkins Ave., 


Shreveport 26 


M. Gower, 6 Coburn Ave., Skowhegan 


’. Schunick, 19 Medical Arts Bldg., Baltimore 1 


. E. Tingley, 227 Commonwealth Ave., Boston 


. Wertheimer, Michigan Dept. of Health, Lansing 
Cc. V. E. Cassel, 2236 Marshall Ave., St. Paul 4W 
M. C. O'Keefe, Medical Arts Bldg., Jackson 2 
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FOR THE SYSTEMIC 
CONTROL OF 
DENTAL CARIES, 
DOCTOR...... 


RIDIUM® 

2.21 


Each tablet yields one milligram fluoride ion. May be 
taken as an aspirin, or dissolved in water or fruit juice. 


Cooperation by parents is essential for maximum re- 
duction of dental caries and should be stressed. In- 
struction that sodium fluoride tablets should be taken 
conscientiously throughout the period of tooth forma- 
tion is important. 


Literature on request. 


THE LORVIC CORPORATION 


5553 EASTON AVENUE 3 $T. LOUIS 12, MISSOURI 
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State 


Missouri 
Montana 
Nebraska 

Nevada 

New Hampshire 

New Jersey 
New Mexico 
New York 
North Carolina 
North Dakota 
Ohio 
Oklahoma 
Oregon 
Panama C. Z. 
Pennsylvania 
Puerto Rico 
Rhode Island 
South Carolina 
South Dakota 
Tennessee 
Texas 

Utah 
Vermont 
Virginia 
Washington 
West Virginia 


Wisconsin 
Wyoming 


State 


Alabama 


Alaska 
Arizona 
Arkansas 
California 
Colorado 
Connecticut 
Delaware 
Dist. of Columbia 
Florida 


Georgia 
Hawaii 


April 25-2 
June 
June 12-15 
Apr. 25-28 
May 15-18 
May 9-11 
May 1-4 
Sept. 11-13 
Nov. 13-16 
Apr. 24-27 
Mar. 7-9 
April 

May 12-14 
Jan. 24-27 
Jan. 19, 20 
May 8-10 
May 15-17 
May 1-5 
Apr. 24-27 
Apr. 14-16 
June 24-26 
Apr. 24-27 
Mar. 20-23 
July 17-20 


May 9-11 


June 


MEETINGS OF 


Date 


June 19-25* 
June 20t 


July 5-8 
June 19-30 
June 20-25*t 


June 19-25 


July 3-14* 
July 3, 4t 


Place 


St. Louis 
Missoula 
Omaha 

Elko 
Whitefield 
Atlantic City 
Albuquerque 
Buffalo 
Pinehurst 
Williston 
Columbus 
Oklahoma City 
Portland 
Ancon 
Harrisburg 
San Juan 
Providence 
Greenville 
Sioux Falls 
Memphis 
Fort Worth 
Ogden 
Vergennes 
Richmond 
Seattle 


White Sulphur 
Springs 


Milwaukee 
Jackson 


Place 


Birmingham 


Anchorage 
Florence 


Little Rock 


Denver 


Jacksonville 


May 30-June Atlanta 


Feb, 18-22} 


STATE BOARDS OF DENTAL EXAMINERS 


Secretary and Address 
E. D. Suggett, Merchants Bank Bldg., Jefferson City 
R. C. Ritter, 1236 N. 28th St., Billings 

F. A. Pierson, Federal Securities Bldg., Lincoln 


O. M. Seifert, 755 Ryland Ave., Reno 

F. E. Williams, 814 Elm St., Manchester 

J. G. Carr, 407 Cooper St., Camden 

W. A. Blueher, 24 Medical Arts Sq., N.E., Albuquerque 
C. A. Wilkie, 268 Ashland Pl., Brooklyn 17 

S. B. Towler, P.O. Box 11065, Raleigh 

D. R. Perry, Box 866, Bismarck 

E. G. Jones, 
L. D, Wright, 210 Plaza Court Bldg., Oklahoma City 
T. D. Holder, Selling Bldg., Portland 

G. E. Lilly, Box 29, Ft. Clayton 


185 E. State St., Columbus 


I. Sissman, 217 State St., Harrisburg 
R. Gonzalez R. 
C. A. Spacagna, Union Trust Bldg., Providence 
J. E. Wallace, 1506 Gregg St., Columbia 

R. E. Decker, Box 308, Parker 

kK. P. Ezell, 119 Louise Ave., Nashville 5 

C,. A. McMurray, 3707 Gaston Ave., Dallas 10 


Box 10452, Caparra Heights 


R. C. Dalgleish, 1554 Princeton Ave., Salt Lake City 
E. C. Woods, 128 Merchants Row, Rutland 

M. E. Henderson, Shenandoah Bldg., Roanoke 11 

G. D. Dore, Jr., 211 Medical Dental Bldg., Seattle 1 
G. N. Casto, Jr., 7104 Lee St., Charleston 


C. J. Baumann, Jr., 704 W. Wisconsin Ave., Milwaukee 


r. J. Drew, State Office Bldg., Cheyenne 


Secretary and Address 


W. L. 


Smith, 524 Chestnut St., Gadsden 


E. I. Baggen, Box 1394, Fairbanks 

W. G. Biddulph, 1611 N. Second Ave., Glendale 
G. Cone, 113 S. Pecan St., Osceola 

J. F. Steen, 507 Polk St., San Francisco 

B. DeRose, Republic Bldg., Denver 2 

A. P. Delfini, 265 Church St., New Haven 

J. F. Maguire, 1200 N. Van Buren St., Wilmington 
W. T. Birthright, 1835 Eye St., N.W., Washington 
R. P. Taylor, Jr., P.O. Box 2913, Jacksonville 3 


H. M. Robertson, 206 Donehoo St., Statesboro 
J. Y. Ing, James Campbell Bldg., Honolulu 
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» Non-Elastic— Easy to Adapt 


» Long working time 


Self-Curing 
» Dimensionally Stable 


» Clean white color 


$7.50 for full 16 oz. Pkg. 


See Your Dealer 


— 
Hygienic MANUF ACTU COMPANY 


AKRON 10, OHIO 


STABILIZED BASE PLATES 
Make them Gasier> more accurate — 
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State Date Secretary and Address 


Idaho W. M. Smith, 305 Fort St., Boise 
IMinois R. |. Humphrey, 185 N. Wabash Ave., Chicago 
Indiana June 7-10*1 Indianapolis Cc. A. Frech, Gary National Bank Bldg., Gary 


lowa June 6-10*T lowa City > A. Hahn, Farmers & Merchants Bank Bldg., Burlington 


Kansas Jan. 25*t{ R. C. Windscheffel, Medical Arts Bldg., Smith Center 
Kentucky June 6-9*1 Louisville J. J. Kelly, 102 W. Madison St., Franklin 
Louisiana May 29-June 3 New Orleans \. R. deNux, 617 N. Monroe St., Marksville 

Maine S. Appleby, Box 260, Skowhegan 
Maryland *, J. Bryce, 303 Granville Dr., Silver Spring 


Massachusetts . R. Williams, 33 State House, Boston 


Michigan Jan. 24-40 \nn Arbor L. Champagne, 3714 W. MecNichols Rd., Detroit 21 
June 5-11 
Minnesota <. A. Nelson, 2236 Marshall Ave., St. Paul 4W 


Mississippi Jan. 11-13*? Jackson _H. Richter, Jr., Aven Bldg., Greenwood 


Missouri Feb. 1-31 Kansas City R. Rhoades, Central Trust Bldg., Jefferson City 
June 6-8, 13, 14* Kansas City 
June 9-11, 13, 14*St. Louis 


Montana ©. Betzner, 303 Power Block, Helena 
Nebraska . E. Weber, Stuart Bldg., Lincoln 
Nevada Whitehead, Box 1547, Reno 


New Hampshire June 16, 17* Boston U. Bergeron, 211 High St., Somersworth 
June 16t 


New Jersey J. Schweikhardt, 150 E. State St., Trenton 
New Mexico D. Hastain, Box 1007, Clovis 


New York June 23, 24* New York W. Beier, 23 S. Pearl St., Albany 

Buffalo 

June 28-July 1* New York 
Albany 
Syracuse 
Buffalo 
Rochester 

Feb. 87 New York 
Buffalo 

Feb. 9, 107 New York 
Albany 
Buffalo 


North Carolina June 27*1 Chapel Hill J. H. Guion, Doctors Bldg., Charlotte 7 
North Dakota July 11-15 Fargo *, A, Maides, First National Bank Bldg., Grand Forks 


Ohio June 6-11* Columbus . E. Bowers, 322 E. State St., Columbus 15 
June 11+ Columbus 
June 13, Columbus 
June 16-18* Cleveland 


Oklahoma June 20-22* Oklahoma City H. Stephens, Plaza Court Bldg., Oklahoma City 


June 20, 221 
Oregon *, L. Utter, Pioneer Trust Bldg., Salem 
Pennsylvania . Swanson, 8111 Jenkins Arcade, Pittsburgh 
Puerto Rico J. Mercado C., Comercio St. #452, San Juan 
Rhode Island 2 Providence *, M. Hackett, 267 Academy Ave., Providence 
South Carolina ’, J. Brockington, 1508 Washington St., Columbia 1 
South Dakota . T. Aker, Canton 
Tennessee _R. Aita, Bennie-Dillon Bldg., Nashville 
Texas . T. Weber, Capital National Bank Bldg., Austin 16 
Utah June 20-24! . R. Nordberg, 143 S. Main St., Salt Lake City 1 
Vermont June 27-29* Burlington M. Fitch, Newport 


Virginia June 13-18* Richmond J. M. Hughes, Medical Arts Bldg., Richmond 
June 15, 164 


Washington *, W. James, 1612 Hewitt Ave., Everett 


West Virginia June 21-23* Morgantown . B. Drake, 1355 Fourth Ave., Huntington 
June 20t West Liberty 


Wisconsin Jan. 11-14*t Milwaukee S. F. Donovan, Tomah 
Wyoming W. J. Ryan, Boyd Blidg., Cheyenne 


*Dental examination. +tDental hygiene examination. {Write to secretary of dental examining board for information on 
locations of examinations. Most states require applications to be in 30 days prior to examination date. 
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PLEASE VISIT OUR BOOTH 85 


M. W. SCHNEIDER DENTAL LABORATORY 
at the MIDWINTER MEETING of the 
CHICAGO DENTAL SOCIETY 
Conrad Hilton Hotel, Chicago February 7-8-9-10 


We have something interesting to show you. 
A New ELASTIC IMPRESSION MATERIAL Technic for 


PORCELAIN JACKETS 


We have a very new, helpful and interesting impression 


technic to show you. ATTENTION 
You now can construct PORCELAIN JACKETS without HYROCOLLOID 


copper band impressions and without inlay wax cap and and 
plaster. All you need now is one tray impression in ELASTIC ALGINATE 
IMPRESSION MATERIAL of the prepared tooth or teeth, OPERATORS 


including three (3) or four (4) teeth on either side; a full- 
mouth impression is still better. We can now suc- 


For the first time in forty (40) years there has been an cessfully construct 
effort to improve PORCELAIN RESTORATIONS through CERAMIC RESTO- 
an improved, easy impression technic. This new ELASTIC RATIONS from your 
IMPRESSION MATERIAL technic helps you, makes it easier hard stone models. 
for patient and better for us. 


FREE — FREE — 
NOT EVEN A 


. FIRST CLASS 
ELASTIC IMPRESSION CHICAGO, ILL. 

TECHNIC AND BUSINESS REPLY LABEL 
OTHER INTERESTING No Postage Necessary if Mailed in the United States 
DENTAL CERAMIC 


LITERATURE. CUT OUT POSTAGE WILL BE PAID BY— 


BUSINESS REPLY 
LABEL, PASTE TO M. W. Schneider Dental Laboratory 


ENVELOPE WITH YOUR 27 East Monroe Street 
NAME AND ADDRESS 


INSIDE—WE WILL CHICAGO 3, ILLINOIS 


PAY THE POSTAGE. 
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Name 


Academy of Dentistry 
for the Handicapped 


Academy of Denture 
Prosthetics 


Academy of General 
Dentistry 


American Academy of 
Crown and Bridge 
Prosthodontics 


American Academy of 
Dental Medicine 


American Academy of 
Dental Practice 
Administration 


American Academy of 
Occlusodontia 


American Academy of 
Oral Pathology 


American Academy of 
Physiologic Dentistry 


American Academy of 
Restorative Dentistry 


American Association 
for Cleft Palate 
Rehabilitation 


American Association of 
Dental Schools 


American Association of 
Endodontists 


American Association of 
Industrial Dentists 


American Association of 
Orthodontists 


American Board of Den- 
tal Public Health 


American Board of 
Oral Surgery 


American Board of 
Orthodontics 


American Board of 
Prosthodontics 


American College of 
Dentists, Illinois 
tion 


American Dental Assist- 
ants Certification Board 


American Dental Society 
of Europe 


American Denture 
Society 


American Equilibration 
Society 


American Society for 
the Advancement of 
General Anesthesia 
in Dentistry 


American Society of 
Geriatric Dentistry 


American Society of 
Oral Surgeons 
(Forty-second ) 


Berkshire Conference in 
Oral Pathology and Per- 
lodontology (Eleventh) 


MEETINGS OF OTHER ORGANIZATIONS 


Date 

Feb. 7 
June 19-24 
Feb. 9 


Feb. 6, 7 


May 27-30 


Feb. 4-6 


Feb. 6 


Apr. 27-29 


June 20-22 


Feb. 6, 7 
May 12-14 
Mar. 20-23 
Feb. 5-7 
Apr. 25-27 
Apr. 24-28 
Oct. 13, 14 
Apr. 1-4 
Apr. 18-23 
July 25-30 
Feb. 7 
May 11-15 
Oct. 12-16 
July 5-8 
Feb. 5, 6 
Feb. 4 
Mar. 28 
Feb. 8 
Oct. 12-15 


June 19-23 


Place 


Chicago 
San Juan, 
Puerto Rico 


Chicago 


Chicago 


Philadelphia 


Chicago 


Chicago 
Chicago 
South Bend 
Ind. 


Chicago 


Denver 


Chicago 
Chicago 
Rochester 
N.Y. 
Washington 
D.C. 

Los Angeles 
Chicago 
Washington 
D.C. 
Washington 
D.C. 


Chicago 


Edinburgh, 
Scotland 
Chicago 
Chicago 


New York 


Chicago 


Phoenix, Ariz. 


Lenox, Mass 


Secretary or Chairman and Address 


R. I. Kaplan, 3038 Federal St., Camden 5, N.J. 


W. L. Warburton, Medical Arts Bidg., Salt Lake 
City 11 
A. L. Knab, 8500 S. Stony Island Ave., Chicago 


W. E. Corry, 2165 Adelbert Rd., Cleveland 6 


J. T. Rothner, Medical Arts Bldg., Philadelphia or 
B. B. Saturen, 1930 Chestnut St., Philadelphia 


R. H. Campbell, 18595 Grand River, Detroit 23 


J. Kaplan, 4802 N. Broadway, Chicago 40 


R. J. Gorlin, School of Dentistry, University of 
Minnesota, Minneapolis 14 


E. A. Lawton, 2217 Lincoln Way West, South Bend 
28, Ind. 


M. H. Mortonson, Jr., 735 N. Water St.. 
Milwaukee 2 


D. C. Spriestersbach, University Hospitals. 

lowa City 

R. H. Sullens, 840 N. Lake Shore Dr., Chicago 11 
V. B. Milas, 2559 W. 63rd St., Chicago 29 

E. R. Aston, Pennsylvania Dept. of Health, 

P.O. Box 90, Harrisburg, Pa 

E. E. Shepard, 8230 Forsyth Blvd., St. Louis 5 
D. J. Galagan, Divn. of Dental Public Health 
PHS, Dept. of Health, Education and Welfare, 
Washington, D 

L. M. FitzGerald, Roshek Bldg., Dubuque, lowa 
W. L. Wylie, University of California, School of 
Dentistry, Medical Center, San Francisco 22 


C. H. Jamieson, David Whitney Bldg., Detroit 26 


V. B. Milas, 2559 W. 63rd St., Chicago 29 


D. Thacker, 1419 “‘S’’ St., S.E., Washington 20 
ac. 

J. P. Molony, 110 Harley St., London W.1, 
England 

V. L. Steffel, College of Dentistry, Ohio State 
University, Columbus 10, Ohio 

R. C. Van Dam, 11431 S. Halsted St., Chicago 28 


M. H. Feldman, 730 Fifth Ave., New York 
P. G. Rubens, 55 E. Washington St., Chicago 2 
D. C. Trexler, 840 N. Lake Shore Dr., Chicago 11 


I. Glickman, Tufts University, School of Dental 
Medicine, 136 Harrison Ave., Boston 11 


: 
— 
“ 
q 


sth of cycle. When exhaust light indicates conclusion of the 
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Name 


British Dental 
Association 


Central Dental 
Association 


Chicago Dental Society 


Council on Dental 
ducation, 
Dental Aptitude Tests 


Dallas Mid-Winter 
Dental Clinic 
(Thirty-third) 


Denver Dental Associa- 
tion 


European Orthodontic 
Society (Thirty-Sixth 
Congress) 


Federation Dentaire 
Internationale, 
48th Annual Meeting 


Greater Philadelphia 
Annual Meeting 


International Associa- 
tion for Dental Research 


Italian Dental and 
Maxillo-Facial 
Congress (Third) 


Midwest Society of 
Periodontology 


Montana, Ninth District 
Dental Society 


National Board of 
Dental Examiners 


National Dental Asso- 
ciation 


Northeastern Society 
of Orthodontists 


Ontario Dental 
Association 


Pacific Coast Dental 
Conference, Eleventh 
Triennial 


Pan American Congress 
of Children’s Dentistry 


Pan American Council of 
Dentistry for Children 
hird Reunion 


Panamanian (Isthmus) 
Odontological Associa- 
tion, Third Dental 
Congress 


Philippine Dental 
Association 


Southeastern Society 
of Oral Surgeons 


Swedish Dental Society 
Thomas P. Hinman 
Dental Meeting 


U.S.C. Dental Study 
Group of Mexico 
Thirteenth Annual 
minar 


Western Society of 
Periodontology 


Date 


July 

Feb. 14-20 
Feb. 7-10 
Jan. 8, 9 
Apr. 22, 23 
Jan. 24-27 
Jan. 10-13 
June 30-July 5 
June 20-25 
Mar. 8-11 
Mar. 

May 19-22 
Feb. 7 

Jan. 21-23 
Mar. 28, 29 


\ug 
Mar. 
May 


July 


Feb 


Feb 


Jan 


21-27 


27-30 


15-19 


Place 


Edinburgh 
Scotland 
Aspen, Colo 


Chicago 


Dallas 


Denver 


Belfast, 
Northern 
Ireland 


Dublin, Ireland 


Philadelphia 


Chicago 


Palermo, 
Sicily 


Chicago 


Billings 


St. Louis 
New York 
Toronto 
Canada 
Portland 


Ore. 


Bogota 
Colombia 


Bogota 
Colombia 


Biloxi, Miss. 


Stockholm 
Atlanta, Ga. 


Acapulco, Mex. 


Las Vegas 
Nev. 


Secretary or Chairman and Address 


Secretary, British Dental Association, 13 Hill St. 
Berkeley Square, London W.1, England 


B. A. Gilbertson, Lowry Medical Arts Bldg., 
St. Paul 


kK. S. Richardson, 30 N. Michigan Ave., Chicago 


S. Peterson, 222 E. Superior St., Chicago 11 


8B. Lawrence, 3200 Maple Ave., Dallas 4 


T. O. Clark, 724 Republic Bldg., Denver 2 


H. T. A. McKeag, 35 Rugby Rd., Belfast, N.1 


G. H. Leatherman, 35 Devonshire Place, 
London W.1, England 


M. Kohn, Sheraton Hotel, 17th St. and 
Pennsylvania Blvd., Philadelphia 3 


D. Y. Burrill, Northwestern University Dental 
School, 311 East Chicago Ave., Chicago 11 


E. Tempestini, Dental Clinic, University of 
Palermo, Palermo, Sicily 
G Roth, 1108 FE. 10th St., Kansas City 10, Mo 


C,H. Betzer, 1231 N. 29th St., Billings 


G. J. Casey, 222 E. Superior St., Chicago 11 


E. N. Jackson, P.O. Box 197, Charlottesville. Va 
D. Mossberg, 36 Central Park S., New York 19 


Mrs. W. C. Durham, 230 St. George St., Toronto 5 
Canada 


K. R. Jensen, 1033 S.W. Yamhill St., Portland 5 
Ore. 


B. Gomez H., Sociedad Colombiana de Odonto 
pediatria, Carrera 13, No. 41-58, Apartado 
Aerco 70-13, Bogota, D.E., Colombia 


B. Gomez H., Sociedad Colombiana de Odonto 
pediatria, Carrera 13, No. 41-58, Apartado 
Aerco 70-13, Bogota, D.E., Colombia 


A. H. Berguida G., P.O. Box 4115, Panama, 
Republic of Panama 


D. G. Santos, P.O. Box 1142, Manila, Philippines 


P. B, Whittington, Jr., Medical Arts Bldg. 
Greensboro, N.C. 


T. Telander, Nybrogatan 53, Stockholm, Sweden 
T. J. Hicks, Jr., Doctors Bldg., Atlanta 8, Ga 


G. Riquelme C., Paseo de la Reforma 95-803 
Mexico 4, D.F. 


H. A. Tyrrell, 1508 N. Sycamore St., Santa Ana 
Calif 
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for developmental years 
orange juice 

capably supplies 
recommended darly 
intakes’ of vitamin C 


*Nat. Res. Counc., 
Pub. 302, 1953 


COMMISSION - LAKELAND. FLORIDA 
ORANGES + GRAPEFRUIT + TANGERINES 
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; 
80 mg. (girls) iy 
75 mg. “eg 
--------- 10-12 yrs. 
4-6 

FLORIDA 


do you wanta 


red hot tip? 


BOSWORTH'S“46" CARD RECORD SYSTEM 


This inexpensive simplified record system pro- 
vides the practical, efficient and time-saving 
method for keeping all the records you need ina 
dental office. Included is a generous supply of 
Examination, Estimate, Ledger and Recall Record 
cards...Daily Total and Receipt Cards, Monthly 
and Yearly Summary Cards and Income Tax Data 
plus a complete set of indexes. Only $17.00. And 
for extra good measure...the handsome Card File 
Box (with folding cover) is supplied without addi- 
tional cost! 


The Popular DENTIST'S DAILY RECORD 


For those who prefer bookkeeping in books, we 
recommend the compact, convenient, complete 
Dentist's Daily Record. For a ‘visual picture of 
your practice" everything, absolutely everything, 
to provide ALL the information you require is 
supplied. Many new features! A year's supply of 
pages. Only $9.00. The handsome, handy binder 
is included without extra cost. See your dealer to- 
day, or write for full information and samples. 
Binder 
Free 
HARRY J. OSWORTH COMPANY 


Creative Products for Modern Dentistry 531 S. Plymouth Ct., Chicago 5, Ill. 
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CHILDREN’S DENTAL HEALTH 


Lucky boy! Nature gives him a second 
chance for sound teeth and healthy gums. 

Two missing front teeth also tell a mother 
that her child is growing up. They remind 
her of food and what it signifies in dental 
and physical health. But does mother know 
that between-meal foods can sometimes be 
even more important than regular meals? 
Does she know the possible effect of snacks 
on permanent teeth and an attractive smile? 


As a dentist, you can check off certain 
foods that may cause tooth decay when the 
mouth is not kept clean. Perhaps you’re 
doubly concerned about snacks, since they 
are so often eaten where it is difficult or im- 
possible to rinse or brush teeth immediately. 


Tell a mother about the dangers of snack- 
ing and how long does it last? Did you ever 
look for a special publication to help tell the 
story to her . . . an easy-to-understand 
pamphlet you can give mothers and pa- 
tients to take home? 


ENRICHED... 
and whole wheat flour 
foods are listed among { 
the “Essential Four" food 
groups set up by the U. S. 
Dept. of Agriculture's Insti- 
tute of Home Economics. 
Diet selected from these 
foods provides ample pro- 
tein, vitamins and minerals. 


WHEAT FLOUR INSTITUTE ! 


working for a healthier America through nutrition 


CITY 


To: Wheat Flour Institute 
309 West Jackson Bivd., Chicago 6, Illinois 


Please send me ____ copies of “Your Dentist, Your Physi- 
cian... Look at Snack Foods" for my patients. (Please print.) 


NAME 


The SNACK FOODS leaflet featured in 
the coupon below was planned with the 
counsel of the Bureau of Dental Health 
Education, American Dental Association. 
It was designed especially to help you in 
counseling patients and mothers on diet for 
dental health. The 20-page, two-color, illus- 
trated pamphlet is free in quantities for 
your professional distribution to patients. 


SNACK FOODS 
describes food in rela- [| 
tion to good nutrition 
and oral health, dis- 
cusses the hazards of 
uncontrolled snacking 
and the prevention of 
tooth decay. For re- 
view copies or quanti- 
ties for distribution as 
part of the observance 
of National Children’s 
Dental Health Week, 
write or mail the cou- 
pon today. 


Pocket size 3%" x 6%” 


FREE — USE COUPON OR SEND R BLANK 


Dept. ADLA-1 


ADDRESS 


ZONE__STATE 
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superior 
for 
type A inlays 


You'll prefer this soft, top- 
grade gold colored alloy 
ideal for inlays subject to 
moderate occlusal stress. 
Easy to burnish. Meets the 
requirements of ADA 
Specification No. 5. 


THE $.S.WHITE DENTAL MFG. CO. 
Philadelphia 5, Pa. 


S.S.WHITE 


ELIMINATES ERRORS * CUTS WORK TIME 50% 


ENODON® GAGE 

for root canal work 
This scientific instrument tells you where file 
tip is at all times. Prevents danger of being 
short of, or going through apex. No more 
concern over reamers and files of varying 
lengths. Successive files and reamers are set 
from same gage setting. Complete canal fill- 
ing is as easy as partial. Gage makes possible 
treating 3 canals simultaneously. Also assures 
more accurate medication and coagulation. 
Only $15.00. 

THE ENODONC RACK 
. ++ gives you 48 reamers at your finger tips 
numbered for quick finding and replacement. 
order from your dealer 
YOUNG DENTAL MFG. CO. 


4958-J Suburban Tracks 
ST. LOUIS 8, MO. 


WHIT 


Good Records are 
easy to keep with 
COLWELL’S 
DAILY LO 


COMPLETE 


THE DAILY LOG serves as a well 
qualified ‘‘business manager” in your 
office — the simplest of any profes- 
sional system. Only a few minutes a 
day required to keep complete busi- 
ness records; helps you avoid tax 
troubles; saves you time and money. 
Fully dated; looseleaf; printed new 
each year. 

PRICE: $7.75 for CALENDAR YEAR 


Satisfaction guaranteed. 


THE COLWELL COMPANY 
262 W. University Ave., Champaign, Ill. 
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SAUNDERS BOOKS 


Coming January! 
A New and Unique 
Book on... 


Nutrition in Clinical 
by A. E. Nizel, 


versity School of Dental Medicine. About 350 pages, 6” 


Here is a new book to meet the growing 
interest among dentists in the clinical 
applications of nutrition. Divided into 
two sections, the book gives you informa- 
tion on both basic nutrition and its appli- 
cations. In the first section you'll find 
discussion of carbohydrates, proteins, 
fats, vitamins, calorie and energy metab- 
olism, digestion, absorption, ete. These 
fundamentals will help you understand 
the role of nutrition in maintaining the 
integrity of the teeth and tissues in the 
oral cavity. 


Kilpatrick — HIGH SPEED & ULTRA 
SPEED IN DENTISTRY 


This is a vital reference source for any 
dentist who has purchased or plans to 
purchase high speed equipment. It gives 
you complete information on selection, 
maintenance and use. All available kinds 
and types of equipment are objectively 
evaluated according to: mechanical char- 
acteristics, ease of maintenance, patient 
acceptance, price, etc. Use of high speed 
is explained in detail for such procedures 
as gingivectomy, cavity preparation, im- 
paction removal. 


By Hanotn C, D.D.S., 289 pages, 614” 
with 429 illustrations. $8.50 New! 


SAUNDERS COMPANY 


Send for 30-day Examination and charge: 
(] Nizel—Nutrition in Clinical Dentistry. . . 
() Kilpatrick—High Speed in Dentistry 


.About $9.00 


D.M.D., M.S.D., 


$8.50 [] Brecker—Occlusal Rehabilitation . . 


Dentistry 


Assistant Clinical Professor in Oral 
Pathology (Nutrition), Tufts Uni- 


x94”, Illustrated. About $9.00. New—Ready January 


In the second section you'll find practical 
step-by-step techniques and methods of 
applying principles of nutrition to daily 
practice. The author shows you how to 
evaluate total diet intake, set up the meal 
plan and make menus—how to win co- 
operation of the patient—how to handle 
nutrition in rampant caries—how to per- 
form needed laboratory tests—how to 
write out prescriptions for specific diets. 
The differing dietary requirements of per- 
iodontal, prosthetic and surgical problems 
are clearly delineated. 


Brecker — CLINICAL PROCEDURES | 
IN OCCLUSAL REHABILITATION 


The clinical treatment of malfunctioning 
occlusions is clearly explained in this prac- 
tical book. Exactly how to perform pro- 
cedures is given in step-by-step treatment 
plans for such cases as: restoring a 
collapsed occlusion brought about by a 
failure to replace missing teeth—rehabili- 
tating an entire dentition possessing a 
satisfactory occlusal relationship. Special 
chapters are devoted to abnormal condi- 
tions, esthetics, examination and diag- 
nosis. 


By S. Cuantes Brecker, D.D.S., F.A.C.D., 


y S. Cu 326 pages, 
7°x10", with 428 illustrations. $16.00. 


ADA-i-60 
West Washington Square, Phila. 5 


[) Easy Pay Plan ($5 per month) 


$16.00 
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ANNOUNCE 


States and Agencies that recognize 
National Board Certificate 


ALABAMA MISSOURI 
ALASKA NEBRASKA 
COLORADO NEVADA 
CONNECTICUT NEW HAMPSHIRE 
March 28-29, 1960 DISTRICT OF NORTH DAKOTA 
COLUMBIA OKLAHOMA 
‘Applications should be received by Feb. 16, 1960) HAWAII OREGON 
IDAHO PENNSYLVANIA 
ILLINOIS RHODE ISLAND 
December 3-6, 1960 INDIANA SOUTH DAKOTA 
IOWA UTAH 
‘Applications should be received by Oct. 26, 1960) KANSAS VERMONT 
KENTUCKY VIRGINIA 
LOUISIANA WASHINGTON 
Brochure MAINE WEST VIRGINIA 


describing the MARYLAND WISCONSIN 


: MASSACHUSETTS U.S. PUBLIC HEALTH 
National Board 


MICHIGAN U.S. ARMY 
Dental Examinations MINNESOTA 


may be obtained 


by writing: Council of the National Board of Dental Examiners 


AMERICAN DENTAL ASSOCIATION 
222 EAST SUPERIOR ST. -:- CHICAGO 11, ILLINOIS 
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Getz DISPOSABLE 


for FULL DENTURES, 
PARTIALS & BRIDGES 


Low cost, clear styrene SANI-TRAYS 
are pre-shaped for virtually every — 
type mouth. Available in a wide 
variety of economical assortments, 
sizes and types to meet every require- 
ment...edentulous, depressed anter- 
iors (perforated or unperforated). 
Ideally suited for fixed bridgework 
where rubber or silicone base impres- 
sion materials are used. Easily ad- 
justed, reshaped or bent. Readily 
trimmed or filled in with “ONTRAY” 
(self-curing tray plastic) for prelim- 
inary impressions. Cost so little, they 
are disposable after a single use. 
Order today and see how convenient 
and time-saving they are! 


7512 South Greenwood Avenve, Chicago 19, Illinois 


a 
\Saves Time and Trouble 
\ CBT \ your 
\ J Ca) dealer 
\ 
SET 
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You can say it with words or you can 
say it with pictures, but it's best to 
say it with... 


COLUMBIA 


DENTOFORMS 


If you 

do not have 

our 

Catalog 

# 33, “ iia Avoid costly remakes - - Unnecessary 

write ak, grinding... use BEAUTY-CAST, the 

for your : &, FASTEST growing Investment for 

Inlays, that “fit Beautiful”, 
‘look Beautiful’ —with the 


*May also be used by the 
Standard High Heat Technic 


today. 


COLUMBIA DENTOFORM CORP. 


"The House of A Thousand Models” 
and Home of Brown Precision Attachments 
131 E. 23rd St. © New York 10, N.Y. 


VISIT OUR BOOTH NO. 10 AT THE 
CHICAGO DENTAL SOCIETY 
MIDWINTER MEETING 


Application for Membership 
FEDERATION DENTAIRE INTERNATIONALE 


I wish to become a Supporting Member of the Fédération Dentaire Inter- 
nationale and subscribe to the International Dental Journal. 


Name... 


(PLEASE PRINT) 
Degrees. 
Address. 
(PLEASE PRINT) 
I am a member of the American Dental Association 


I enclose $15.00 for Supporting Membership and subscription to the Inter- 
national Dental Journal for the year. 


PLEASE COMPLETE AND RETURN WITH YOUR REMITTANCE TO 
OBED H. MOEN 
U. S. NATIONAL TREASURER 
6 MAIN STREET, WATERTOWN, WISCONSIN, U. S&S. A. 
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“PATIENT RELATIONSHIP 
THROUGH PHOTOGRAPHY” 


Sensational STARTECH 


Complete Camera, Film, Bulbs 
and Batteries 


lmprove Your 


CAMERA 


BUCCAL 
and 


PHOTO PALATE 
RETRACTORS MIRROR 


$2.56 $5.10 


PAIR 


PROJECTOR - THEATER 


Ideal for Office Viewing of 
Slides 


— 


Perfect for Screen Projection 
—> 


ORDER BLANK 
MEDICAL-DENTAL PHOTO CO. 


DIVISION OF LESTER A. DINE CO. 


58-06 37th Ave., Woodside, N.Y. TWining 9-6199 
KODAK STARTECH CAMERA . . . @ $34.75 
PHOTO RETRACTORS (pr.) . . . . @ $ 2.55 
STAR MIRROR... . @$5.10 
PROJECTOR THEATER. . . . . . @ $39.75 


(N.Y.C, Orders ADD N.Y.C. 


SEND C.O.D. 


(NO EXTRA CHARGES) 
OUTSIDE N.Y.C. 


| 
2 
KODAK 
COMPLETE PROJECTOR AND THEATER $39.75 | 
as 


NOW - anterior fillings 
with the 
lifelike lustre 
of porcelain... 
marginal seal of gold... 
packing ease 
of amalgam! 


ngth glass fibers 1 silic 


Now — in one filling material — you get all the features 
you need for lasting, natural-looking restorations. 
ACHATITE fillings have extremely high impact, biting and 
incisal edge strength . . . exceptional resistance to stain, 
shrinkage, washout. The material handles as easily 
as amalgam, sets in 4 to 5 minutes, creates no heat. 
ACHATITE is recommended for all anterior fillings — 
for use in deciduous teeth — and for mouth breathers. 
ACHATITE is supplied in 10 basic colors, providing 
a full range of blend'ng and matching possibilities. 


Write for detailed literature 


Order from your ACHATITE dealer today 


Satisfaction guaranteed 


Be 
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= 
3 
ee 
| 


The Crescent 


HELLO, DOCTOR! 
Plan to see me at 


your Dealer’s soon! 


Mr. Wiggly was recently “brought to life” for the 
pleasure of his many friends. His introduction (at 
the N.Y. Meeting) was so successful that an unex- 
pected demand for this lively, colorful, 5-inch doll 
has been received from dentists for their offices, 
homes, friends and children. So we’ve agreed to make 
“Mr. Wiggly” available through dealers for a limited 
time, in handy mailing tubes, at $1 each. 


iN) G as thousands of 

dentists will tell you, 
produces smooth, fine tex- 
tured mixes of alloy... mixes that assure 
uniformly better, finer setting, stronger, 
longer lasting fillings. It is truly “the 
wonder electric mortar and pestle.” Often 
imitated, but never equalled, this prac- 
tical scientific instrument is preferred in 
dental offices, colleges, clinics and by the 
army and navy here and abroad. The 


Call 
your 
dealer 


Wig-l-bug is a proved practice builder, 
a great convenience and a real time saver. 
It amalgamates alloy and mercury in 7 
seconds! Users of pellets say it is indis- 
pensable. 
Biscayne Blue, Jade Green, Washington Coral 
(Plain, Standard, complete outfits) $65.50. 
Jade Green Mottled, Biscayne Blue Mottled 
(Unbreakable, complete outfits) $70.50. Ivo- 
ry White $60.50. Pure White (for a limited 
time only) $60.50. Beautiful Black $55.50. 


CRESCENT DENTAL MFG. CO. 
1839 South Pulaski Road, Chicago 23, Illinois 
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with 
Dr. Jones! 


It’s Quire Simpce. All you need do is become a regular reader 
of Dental Abstracts, the American Dental Association’s newest 
periodical publication. 

Dental Abstracts is published monthly and contains digests of 
important articles selected from the world literature of dentistry. 
They're arranged according to fields so you waste no time finding 
what you want. In just a few minutes’ reading time each month 
you learn of important advances and can decide immediately what 
articles you'd like to read in their entirety. The American Dental 
Association library has the original articles of all abstracts and 
they're available on a free-loan basisto Dental Abstracts subscribers. 

The subscription price of Dental Abstracts is nominal. Just 
$8.00 a year U.S. and $9.00 abroad. So, begin now to get the 
benefits of reading Dental Abstracts. Just write “Dental Abstracts 
Dept. 426” on your letterhead or prescription blank and mail with 
your check to the AMERICAN DenTAL AssocraTion, Subscription 
Department, 222 East Superior Street, Chicago 11, Illinois. 
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“TIME. 1S 
MONEY TO ME... 
AND THIS 
SAVES ME 
BOTH 


I find about half my 
patients need Dental Floss. 
So I recommend it—for 
both periodontal cases and 
routine use. 


But teaching patients how 
to use it properly takes time. 
Lost minutes mount into 
money. I give them one of 
these easy-to-follow folders, 
“How to Use Dental Floss.” 
Approved by the ADA. 


Just fill in the coupon 
for a generous supply — 
and save valuable time. 


JOHNSON & JOHNSON, Department A 
New Brunswick, New Jersey 


Please send me free folders on how to use Dental Floss (offer limited to U.S.A.). 
(quantity) 


Name 


Address 
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Greater installa- 
tion compactness, 
greater space 
economy, greater 


operational effi- New 

clency ...now visible oil feed 

yours by virtue of and oil level 
indicators plus 


anew ly engineered 
“notched” convenient filler 


cuspidor plug. 
arm. 


Borden Airotor 
now built-in as 
retractable 
instrument in 
instrumatic 
assembly. 


Newly designed 
panel for air pres- 
sure gauge, Airo- 
tor and Fluidair 
waterflow controls 


Styled by Walter Dorwin Teagu 


180 
RAZ 
— walt 


MODEL 


COMPLETE .. . now equipped with ultra high-speed Borden Airo- 
tor as part of the instrumatic panel with instantaneous warm 
water at the bur...and featuring exclusive Ritter Fluidair 
cooling to the engine handpiece. Everything you need now at 

your fingertips. CONVENIENT... new, easy reading, illumi- 
nated visible oil feed and oil level indicators conveniently 
located. Newly designed panel puts air pressure gauge 
and waterflow controls for Airotor and Fluidair right at 
hand...all providing optimum savings in time and energy. 
COMPACT ... now the most compact design ever offered. 
Far greater installation compactness, space economy and 
operational efficiency made possible by newly designed 
“notched” cuspidor arm. And, all operational instru- 
ments completely integrated into unit. 


3 of the MOST IMPORTANT NEW FEATURES 


Borden AIROTOR built in as retractable instrument 
in instrumatic assembly, always at your fingertips. 
New circulating warm water system provides in- 
stantaneous warm water to the bur. 

“Notched” CUSPIDOR ARM provides greater space 
economy. Newly designed arm permits cuspidor 
to swing closer to chair, making operating area far 
more compact, increasing flexibility of installation. 

SINGLE FOOT CONTROLLER provides variable 

speed for both Airotor and conventional hand- 


operation. 


FOR COMPLETE DETAILS...CALL 
OR SEE YOUR RITTER DEALER. 


Ritter/CastLe PROFESSIONAL EQUIPMENT 


RITTER COMPANY INC. 


1001 Ritter Park 
Rochester 3, New York 
Please rush me your 
new, full color brochure 
on the new Century 
Unit/Model “J.” 


Address. 
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FREIGHTER 


How to plan now... and go later 


You can have a wonderful retirement if you start planning 
now with an insured Personal Pension Plan. 


An Insured Personal Pension Plan is the ideal way to 
guarantee yourself a flexible retirement income ... and a 
Company like Great-West Life has a variety of policies de- 
signed especially to meet the financial needs of professional 
men. You can retire at 55,60,70...any age you wish... your 
plan can then provide all the guaranteed income you need. 


An Insured Pension Plan will provide life insurance also— 
adding family protection to your own retirement income bene- 
fits ...it ensures all-round protection for you and your family. 


Discuss this important subject with your life insurance man 
at an early date. 


THE 


Great-Wesrt Lire 


ASSURANCE COMPANY 
HEAD OFFICE ~ CAmADA 


Underwriters of the A.D.A. group life insurance plan. 
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...is the profession's 
“favorite toothbrush”’ 


For very good reason, Py-co-pay is the out- 
standing first choice of the dental profession 
among toothbrushes. That reason is 
superiority ... 


In design—first in professional standards— 
small, narrow head 1" long; uniformly trim- 
med bristles; straight, rigid 6" handle. 


In patient benefits—fits better in lingual areas, 
covers each brushing position thoroughly; 
patented “‘Duratized’’* natural bristles last 
longer. Nylon and natural brushes are “‘Ster- 
atized”’* to inhibit bacterial growth on the 
brush for the effective life of the brush. 


PLUS THESE SPECIAL FEATURES 


@ Py-co-TIP—fiexible rubber tip for interdental 
hygiene. 

@ Choice of bristle texture to meet every need 
—medium, hard and extra hard nylon; 
“Softex”’ multi-tufted nylon; hard and extra 
hard natural. Junior brush in medium nylon. 
Widely distributed thru retail stores so that 
patients can easily follow their dentist’s specific 
recommendations. 

Available to the profession at special low 
prices for patient instruction in oral hygiene. 
*T.M. 


BLOCK DRUG COMPANY, INC. 
Jersey City 2, New Jersey 


recommended by more dentists than any other toothbrush 
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There is still only one Aristaloy for all 
types of amalgam restorations @ Aristaloy 
contains a very small but very beneficial 
zine content of only 0.4 percent e Our 
exclusive manufacturing process and 
Aristaloy’s easy trituration and condensing 
properties give it a balance which has come 
close to perfecting amalgam restorations e 
Aristaloy has never been even closely 
imitated. It costs no more than other alloys 
and is presented to the profession only on a 
|| quality basis e Ask your dealer for 


a i ii a Dispenser Combination Package. 


(BNGCELAARD INE.) 


BAKER DENTAL DIVISION 
850 PASSAIC AVENUE + EAST NEWARK, N.J. 
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Turbo-Jet’s extremely quiet operation (even quieter than your 
regular handpiece) has changed the average patient’s appre- 
hension to enjoyment and delight. This is just one of the many 
reasons why Turbo-Jet is the popular choice of General Prac- 
titioner and Specialist, alike. 


Turbo-Jet’s engineered torque, with complete tactile control, per- 
mits the use of every disc, every wheel, every cylinder and carbide 
the Dentist would normally use in his pro- 
cedures for restorative dentistry (this in- 
cludes short shank diamond points de- 
signed especially for children’s dentistry), 


And Turbo-Jet’s compact portability pro- 

vides unmatched convenience as it is 

readily wheeled from operatory to opera- 

tory and positioned to allow the dentist 

the highest degree of operating efficiency 

when in use, then pushed to any out-of- 

the-way spot {only occupies 2 sq. ft.) 

when not in use. 
Quick Release Chuck ... No Installation Cost... Low 
Maintenance . . . Built-In Spray . . . Optimum speed are 
ether advantages discussed in FREE Booklet “The Inside 
Story of High Speed’. Send for your copy. 

BOWEN & COMPANY, inc, 
P.O. BOX 58618, Bethesda 14, Md. 
Please send me without obligation your 
FREE Booklet, 
Dr. 
Address 
City. 


*U.S. Pat. Nes, 
2,799,934 
1,562 
38 


Guaranteed by 


BOWEN & COMPANY, Inc. 
BETHESDA 14, MD. 
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NO DOUBT 
as to sterility 


NO TIME LOSS 
in preparation 


NO TROUBLE 


from needle burrs, 
dull points 


NO DANGER 


from virus, or 
protein soil 


= 


SAFETY FOR THE PATIENT 


Because interior dimensions of needles are infinitesimal, 
they are difficult to clean . . . and unless they are clean, 
sterilization even under ideal conditions is difficult, and under 
conditions less than ideal, frequently impossible. It is an 

’ established fact dental needles can transmit viral hepatitis. 


The Carpule Sterile Needle eliminates this hazard. Use it 
once... throw it away. Guaranteed sterile . . . subjected 
to two-week culture tests, this needle is as safe 

as the anesthetic itself. 


COMFORT FOR THE PATIENT 


The sharp Huber Dental Point is more easily inserted . . . 
there’s less trauma for the patient, greater accuracy 
for the dentist. 


CONVENIENCE FOR THE DENTIST 


Carpule Disposable Sterile Needles are work-savers. They 
end the waste of valuable time lost in needle preparation: 
dis-assemble, wash, scrub, autoclave, re-assemble, 

pack for storage. 


ECONOMY, TOO! 


Carpule Disposable Sterile Needles cost 25% to 40% less 
than other cartridge needles depending on brand. Add to 
this low cost the real money savings from elimination of 
expensive handling in the office, and you quickly 

see that Carpule Sterile Needles offer exclusive benefits 
you can’t afford to be without. 


DISPOSABLE STERILE NEEDLE 


Another Pioneering Advance from 0 AITE 
1450 Broadway 
New York 16, N.Y. 
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\ HAVE BEEN HONORED .. . 


That PECK’S improved purple hard inlay wax has 


been used extensively for very famous clinical demonstrations in the 


United States and abroad, during the past year. 


For better results, a number of prominent dental schools in the 


United States and Canada, use PECK’S inlay waxes. 


Your patients will profit too when you say 


“Good buy to PECK’S newly improved inlay waxes and good bye to inferior grades.” 


© PECK’S NEWLY IMPROVED PURPLE HARD INLAY WAX 
© PECK’S NEWLY IMPROVED PURPLE EXTRA HARD INLAY WAX 
© PECK’S NEWLY IMPROVED LIGHT OR MEDIUM GREEN, HARD INLAY WAX 
© PECK’S NEWLY IMPROVED WHITE HARD INLAY WAX 
© PECK’S NEWLY IMPROVED LIGHT MEDIUM AND DARK BLUE MEDIUM INLAY WAX 
 PECK’S NEWLY IMPROVED DARK BLUE REGULAR INLAY WAX 


¢ PECK’S CASE HARDENED CHROME PLATED STEEL D. €. WAX CARVERS .......... 
© PECK’S CASE HARDENED CHROME PLATED STEEL D. E. WAX BURNISHERS ...... 


$2.00 


ALL PECK’S inlay waxes weigh over one ounce per dozen sticks. 
made only in round sticks. 


$1.00 
$4.50 


12 STICK BOX, OVER 1 OUNCE 
80 STICK PACKAGE, OVER 634 OUNCES 


Consult your supply house for lower prices in larger quantities 


SPECIAL PRICES TO DENTAL SCHOOLS 


No increase in prices for over 25 years. A fine value then—A better value now. | 


| 


Use the best it costs you less 


A. E. PECK MFG. CO. 


1724 VENICE BLVD., LOS ANGELES 6, CALIF 
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month’s 
billing 
in 
one morning! 


Only “Thermo-Fax" Copying Machines do so many 
Jobs...so quickly, so easily, for such low cost! 


Here’s the simplest, fastest, least expensive billing system of all. 
Your secretary or nurse just uses the ‘“Thermo-Fax’’ Copying 
Machine as a billing machine. With it she makes exact copies of 
your up-to-date ledger cards—mails the copies to patients as 
statements. Your patients get a complete, accurate statement that 
encourages prompt payment. 

The ‘““Thermo-Fax’’ Copying Machine is electric, 
completely clean. Makes dry copies in just 4 seconds! For a free 
demonstration phone your local ‘“Thermo-Fax’’ Copying Products 
dealer. Or mail the coupon. 


. «WHERE RESEARCH 15 THE KEY TO TOMORROW 


Name 


THE TERM “THERMO-FAX™ IS 
A REGISTERED TRADEMARK Address__ 
OF MINNESOTA MINING AND 

MANUFACTURING COMPANY City 


= 
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ODO N H OM A Note that while the periapical radiographs shown convey 
an abundance of information, it is the occlusal that, in 


2 film sizes—4 aspects this instance, supplies the definitive answer. 


PERIAPICAL RADIOGRAPHS: (Positions 
A, B, C) Series of three periapical radio- 
graphs of an odontoma in association with 
an unerupted lower cuspid. The bizarre- 
shaped and diminutive tooth structures of the 
odontoma appear to be enclosed within the 
confines of a dentigerous cyst. Note presence 
of a more nearly normal tcoth component 
medial to the permanent cuspid. Also note 
the presence of the deciduous cuspid in its 
normal arch position. 


FREE— Order 50 copies of to Pre- 
vent Toothache.” by Howard R. Raper, 
D.D.S. They'll be sent you free. Additional 
copies, $1 per hundred. It will interest 


your patients in preventive dentistry. 


X-ray Division 


EASTMAN KODAK COMPANY, Rochester 4, N. Y. 
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OCCLUSAL RADIOGRAPH: A 
much more comprehensive visualiza- 
tion of the entire odontoma is 
obtained through use of an occlusal 
radiograph. Note the odontoma's 
and the permanent cuspid's position 
in relation to the mandible. 


MAXIMUM INFORMATION ... MINIMUM RADIATION 


To reduce radiation reaching the patient and Remember—Kodak dental x-ray materials— 
are made to work together 


operator: to assure better radiographs (less “blur- film and chemicals 
... made to produce uniform, dependable results 


ring” from movement); follow these simple rules: 
when used together, Result: fewer retakes—faster 


1. Use the faster Kodak dental x-ray films. 
2. Reduce exposures to recommended minimums. diagnosis and treatment. 


3. Process in Kodak dental x-ray chemicals. 


Order Kodak 
dental x-ray materials 
from your dental dealer. 


TRADE MARK 
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cavitee incento pak 


with FREE cavitec spatula 


Users of this tremendously popular pulp capper and 
cavity liner will immediately recognize the value of 
this offer—3 standard packages, with free Stainless 
Steel Spatula specially made for mixing Cavitec. 


KERR user package including cavitee spatula 


To introduce Cavitec to 
Dentists who have not 
used this excellent 
product we offer this 
special— 

New User Package. 


KERR MANUFACTURING COMPANY «+ SINCE 1891 + DETROIT 8, MICHIGAN 
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the more 
you expect 
of a local 
anesthetic 
the more 
you will 
depend on 
Xylocaine 


He ASTRA 


Although cartridges are 
most widely used in dental 
practice, many doctors like 
to have both the ampules 
and vials on hand for 
specific dental procedures. 
And, of course, there is 
Xytocaine Ointment for 
tepical application. 


2% - 20 cc. vials 2% - 2 cc. ampules 2% - 1.8 cc. cartridges 
without epinephrine | without epinephrine in tins of 50 without 
and with epinephrine | andwith epinephrine | epinephrine and with epinephring 
1:100,000 and 1:50,000. 1:100,000. 1:100,000 and 1:50,000. 


Astra Pharmaceutical Products, Inc., Worcester 6, Mass. 


Made in U.S.A 
"U.S. Pat. No. 2,441,49) 
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SY APPOINTMENy 


“Use this if you 
have any pain.”’ 


ZACTIRIN is an effective, well-tolerated 
analgesic for pain of dental origin. 
Two ZACTIRIN tablets have the 
analgesic potency of 14 grain (30 mg.) 
of codeine plus 10 grains (650 mg.) 

of acetylsalicylic acid. 


Because ZACTIRIN is non-narcotic, 
Federal Narcotic Registry 
Number is not required 

for prescription. 


For further information on ZACTIRIN, 
see your Wyeth Territory Manager or 
write to Wyeth, P.O. Box 8299, 
Philadelphia 1, Pa. 


Zactirin 


Ethoheptazine Citrate (75 mg.) with Acetyisalicylic Acid (325 mg,), Wyeth A Century of Service 
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FEWER RETAKES WITH DU PONT D-1 


HOW TO AVOID POOR 
RADIOGRAPHS IN COLD WEATHER 


Here are some of the common trou- 
bles that crop up on cold weather 
processing and some simple ways 
to avoid them. 

Static electricity is more easily gen- 
erated when the humidity is low. Be 
sure that all metal benches or table 
tops are grounded to prevent sparks. 

Processing films in cold solutions 
will not give them enough contrast 
for good, clear radiographs. Check 
solution temperatures carefully . . . 
try to keep them at a constant 68°F. 

Drying films can be a problem in 
dry air! Low humidity tends to make 
the film curl or become brittle after 
drying. A relative humidity of 20- 
40% is the best for fast, safe drying. 

For a complete guide to better 
processing in your darkroom, send 
the coupon below. 


ADA-1 


Du Pont Company 
2432-A Nemours Bidg., Wilmington, Del. 


| 
| 
| Please send me your free booklet, “Guide | 
| for Dental X-ray Darkrooms.” | 
| | 
| 
| | 


Name 


Address 


City 


The wide exposure and processing lati- 
tude of Du Pont D-1 Dental X-ray Film 
help you produce consistently better 
radiographs. Even if an error is made 
in exposure or development, you have a 
better chance of getting diagnostically 
useful results when you use D-1. Natu- 
rally this means fewer retakes, less 
time spent. 

Du Pont makes dental x-ray films for 
all speed ranges: “S” film for fine detail 
and wide latitude, “D” film for speed 
and versatility, and “L-F” { 'm for split- 
second exposures. All Du Pont dental 
x-ray films come in the handy “Pull-A- 
lab” packet. 

For best processing results, use 
Du Pont chemicals—they are recom- 
mended for use in all dental darkrooms. 

Specify Du Pont dental x-ray films 
and chemicals when you place your 
next order. Ask your dealer to show 
you our complete line of dental prod- 
ucts... hell be glad to recommend a 
Du Pont film for your special needs. 


Better Things for Better Living 
... through Chemistry 
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Dentists have good reasons for recommending Sodium Bicarbonate U.S.P. as a dentifrice. 
It is a mild abrasive that is useful in the prevention or removal of stain.' Equally important, 
Sodium Bicarbonate is a mild alkali that helps neutralize mouth acids. Booklets on teeth- 
care for adult patients and children are available, without charge, on your request. 

1. Accepted Dental Remedies, 24th Edition, pg. 131, 1959 


Arm & Hammer Baking Soda is accepted by the American Dental Association as Sodium Bicar- 
bonate U.S.P. It may be prescribed with confidence wherever Bicarbonate of Soda is indicated. 


CHURCH & DWIGHT CO., INC., 70 PINE STREET, NEW YORK 5, N.Y. 
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The patient: E. T., 47, male. Three teeth extracted, 

lower jaw, left side. Partial denture indicated. 

Impression quickly made with Jeltrate, the 

impression material with the smooth, creamy mix. 

Firm but flex t never breaks off 

teeth. "Stretch... squeeze ... return" for 
Hard, glass-like model 


dependat 


surface without fixing. Long shelf life in the 


JELTRATE. by cautk 


Works perfectly every time” 


economical bulk container. 
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—and completely different from conventional performance of zinc phosphate cement! 


The smoothest-working cement you ever used for crowns, bridges and inlays 


Made differently ... With new zinc compositions 
and new concepts of kiln temperatures and cal- 
cining periods. 


Manipulates differently. Powder and liquid merge 
effortlessly. You see the difference, you feel the 
difference... and you get a cement of exceptional 
strength and extremely low film thickness. 


Introductory Package contains five CEM powders, one liquid. 


*10.00 


5 powders for the price of 4 


For modern materials call on CAULK Milford, Delaware 
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concentrated 
economical 
just a few drops, 
you add the water 
delightful flavor 
detergent cleansing action 
mild astringency 
use it at the chair 
recommend it 
to your patients 


mouth wash 


write for samples American Ferment Co., /nc. 
for patient distribution 1450 Broadway, New York 18 


Dentures adhere 
Dental Plate Adhesive 
better with K L| N (Only N. F. gums used) 


: 
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A laboratory customer turned over some 
sprues to one of our Ney Technical 
Representatives for examination by our 
Research Department. The following is 
a report made after analysis of the prob- 
lems involved. 


“We have examined the sprues sent to 
us and in many cases the casting had 
apparently separated from the sprue 
while still in the investment. This situa- 
tion, as illustrated below, occurs when 
too small a sprue is used to make the 
casting. The small sprue has separated 
from the casting, leaving shrink spot 
porosity both in the casting and in the 


sprue. 


“On the other hand, a similar casting 
made, using a larger sprue, does not 
separate in the investment as illustrated 
in the following photograph. 


P.O. BOX 990 
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Advertisement 


“If an air pressure casting machine is 
used, a small sprue and a reservoir must 
be used. The proper sprueing for air 
pressure casting is shown here. 


“When too small a sprue is used to make 
a casting, the sprue will solidify before 
the casting, causing shrinkage porosity 
to occur in the casting. In extreme cases 
it may cause the separation of the sprue 
from the casting. This separation can be 
corrected by the use of a larger sprue 
(8 ga. is usually satisfactory) attached 
to the heaviest portion of the casting. A 
thick area of casting should not be 
separated from the sprue by a thin sec- 
tion, but another sprue should be added 
to the second thick area. One illustra- 
tion of this condition would be in an 
MOD casting in which the thin occlusal 
separates a heavy mesial from a heavy 
distal. In this case, it is desirable to 
sprue to both the mesial and distal of 
the casting. The same principles apply 
to sprueing a large casting, and in most 
instances, each unit of a splint should 
be considered as an individual sprueing 
problem.” 


THE J. M. NEY COMPANY 
HARTFORD, CONN. 
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Are you keeping up-to-date on developments 
and opportunities in the fast-growing field of 
hospital dental service, and of oral surgery. 
anesthesiology, oral pathology, roentgenology 
and therapeutics? 


You are if you read the authori- 
tative 


JOURNAL 


OF 


ORAL SURGERY. 


ANESTHESIA 


AND 


HOSPITAL DENTAL SERVICE 


Six 96-page issues a year, a 576-page indexed volume... 
Published bimonthly by the American Dental Association . . . 

A distinguished editorial board and staff... 

Original articles on all phases of clinical and experimental oral 
surgery, hospital dental service, anesthesiology . . . 

Case reports, editorials, queries and comments, clinical observations, 
book reviews, current literature .. . 


Announcements and news of hospital internships, graduate and post- 
graduate courses, institutes on hospital dentistry, activities of American 
Society of Oral Surgeons and other organizations . 


You Can Subscribe Today! 


Subscription Department 
American Dental Association 
222 East Superior Street 

Chicago 11, Ilinois 


Enclosed find $10.00 ($12.00 to countries abroad). Please enter my subscription for 
one year to the JOURNAL OF ORAL SURGERY, ANESTHESIA AND HOSPITAL 
DENTAL SERVICE. 


Name__ 


Street & Number 


City, Zone, State 
428 
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Sterilization with this Castle 999 
is easy. It is also efficient, effec- 
tive and safe. These are qualities 
required in every modern dental 
operatory. 

The 999 has all this, plus fresh, 
modern styling. It’s first with full 
color styling—fresh and beautiful 
—with a choice of Jade Green, 
Coral or Silvertone cabinet shades. 


Ritter /Castle.. 


LIGHTS AND STERILIZERS 
-WILMOT CASTLE CO. 


ROCHESTER, 
SUBSIDIARY OF RITTER COMPANY, INC. 


AUTOCLAVE 
gives 
Single Control 
Sterilization 


Drawer-size instrument trays 
are easily loaded. Then you simply 
dial the sterile cycle—fast heatup, 
sterilizing and venting . . . even 
refilling .. . all with a single con- 
trol handle. Nothing couid be 
simapler .. . or safer. 

Have your nearby Ritter/Castle 
dealer show you the 999 “easy 
does it” story or send coupon. 


_FINE PROFESSIONAL EQUIPMENT. 


RITTER COMPANY, INC. 
1001 Ritter Park 
Rochester 3, New York 


Please send complete literature on the 


Castle 999 Autoclave. 


NAME 


ADDRESS. 


ZONE. STATE 
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HAWAII 


STATE DENTAL ASSOC. 


Presents 


PAN PACIFIC 
DENTAL CONFERENCE 


At Waikiki 
OCTOBER—1960 


Immediately After A.D.A. 
Annual Session At Los Angeles 


OFFICIAL PROGRAM 


10 DAYS 3357 
10 NIGHTS - ONLY 


Price Includes 


Roundtrip excursion flights from West 
Coast, residence at Reef Hotel and Reef 
Towers, the full official program of social 
and sightseeing events, plus all necessary 
tour services. Steamship passage and other 
hotels available at adjusted rates 


CHARGES ITEMIZED 


Transportation and hotels may be re- 
quested separately from the package of 
official local events, and cost of each serv- 
ice is itemized separately. 


IMPORTANCE OF BEING 
WITH OFFICIAL GROUP 


The only office officially associated with 
the Hawaii meeting is the one designated 
as such by the Hawaii State Dental Asso- 
ciation. entists in this group receive 
official assistance before and after arrival, 
and are guaranteed tickets to all the 
social, sightseeing and other similar events 
even though attendance will be limited 


J. D. HOWARD 


1960 is sixth year he represents Hawaii 
dentists. Other past projects include: The 
1958 Pan American Dental Congress held 
by the Mexican Dental Association, and 
since 1957 the biennial meetings of the 
Japan Dental Association. More than 1000 
people visit Hawaii each year through 
J.D. Howard, a fourth generation Islander 


Apply 


PAN PACIFIC DENTAL CONFERENCE 
Headquarters—Transportation and Hotels 
578 GRAND AVENUE 


OAKLAND 10, CALIFORNIA 


DENTAL 
SEMINARS 


TOKYO-KYOTO-BANGKOK 
NOVEMBER—1960 


immediately After the 
A.D.A. and Hawaii Meetings 
An officially constituted dental proj- 
ect by the Japan Dental Association 
and the Dental Association of Thai- 
land. Qualified scientists are urged 
to participate. 


Apply 
INSTITUTE OF PACIFIC SEMINARS 


578 GRAND AVENUE 
OAKLAND 10, CALIFORNIA 
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_THE UNITED STATES OFAMERIC 


Abb TO WHOM: THESE, PRESENTS, SHALL COME: 


| Continued Swproventent 
ly NOBILIUM 


The Nobilium restorations processed today are better 
than the cases that have been constructed in the past... 
And the Nobilium partials that are yet to be designed 
and cast in the future are certain to have advantages 
not obtainable today. The reason for this continued 
improvement is the research and development carried 
on by Nobilium in its laboratories and manufacturing 
plants in Chicago, Los Angeles and Philadelphia. The 
patent recognition granted for Nobilium’s products, 
known the world around, have not been ends in them- 
selves—but only challenges for us to forge ahead with 
improvements in all Nobilium products and processes. 

To you this means assured satisfaction whenever you 
prescribe Nobilium service. You get the finest cases 
that it is possible to produce—and your patients get the 
greatest comfort, aesthetics, and functional perfection. 
Call your nearby Nobilium laboratory when you have a 
partial to be made. 


NOBILIUM PRODUCTS, INC. 
125 N. WABASH AVE., CHICAGO 2, ILL. « 130 N. BEAUDRY AVE., LOS ANGELES 12, CALIF. 
914 WALNUT ST., PHILADELPHIA 7, PA. 
NOBILIUM of TEXAS, INC., 3010-12 Milam Street, Houston, Texas 
NOBILIUM of MIAMI, INC., 2237 N.W. 1st Place, Miami 37, Florida 
NOBILIUM of CANADA, LTD., Toronto « NOBILIUM of EUROPE, A. B. Stockholm 
Export Department of Nobilium Products, Inc., 2255 Broadway, New York 24, N.Y. 
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miniature 


head A | [ 
DRIVE 


The newest in Air 
Driven Contra Angles 


Miniature Carbide burs for Midwest 
Miniature Air-Drive Contra Angle only. 
Made only for the Midwest angle— 
Guarantees a precision relationship 
between bur and contra angle. 


AIR-DRIVE DIVISION: 


MIDWEST DENTAL MANUFACTURING CO. 
4439 WEST RICE STREET CHICAGO 51, ILLINOIS 
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WHERE ABNORMAL BLE DING 18 
EIN EVIDENCE OR ANTICIP 
‘ 


The Book You Want in Your Own Up-to-date Office 


ACCEPTED DENTAL REMEDIES for 1960 provides up- 
to-date information on all drugs used in the modern dental 
office, including local anesthetics, antibiotics, narcotics and 
Be sure to order other analgesics, and disinfectants. In addition, this 212 page 
your copy today! volume contains essential information on the dental man- 
Only $3.00 per agement of patients receiving medical care, the handling of 
oopy. emergencies in the dental office and the writing of prescriptions. 


The section on analgesics has been enlarged and a number 
of the newer analgesics are described. The section on nutri- 
tion has been revised to bring it into line with current thinking 
on this important subject. 


Examine the TABLE OF CONTENTS and mail your order 
today. 


Members of the Council and Consultants 

Provisions for Acceptance of Products 

Official Agencies and Standards 

Dental Considerations of Patient Receiving Medical Care... 
Treatment of Emergencies in the Dental Office 


Prescription Writing 

Local Anesthetics 
ql a General Anesthetics 

Analgesics 


Sedatives and Hypnotics 
Antibiotics and Other Anti-Infectives 


Sterilization or Disinfection of Dental Instrumerts 
Antiseptics and Germicides for Topical Application 
Vasoconstrictors and Hemostatics 


Fluoride Compounds .... 

| Dentifrices and Mouth Washes 
Miscellaneous Preparations 

Nutritional Factors 

Mechanical Aids 

Pharmaceutical Aids 

Formulas and Tables 

Bibliographic Index to Products Not Listed in A.D.A....... 193 

Index to Selected Council Reports 

Index to Distributors 

General Index 


Use the handy 
coupon below 


Order Department, American Dental Association, 222 E. Superior St., Chicago 11, Illinois 


Please send me _________ copies of Accepted Dental Remedies for 1960 at $3.00 per copy. 
My remittance is enclosed. 


Name 


Street & Number___—_ 
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ACCEPTED 
For Advertising by the American Dental Association 


ILLUSTRATING 
Bib Dispenser 
Sample Packs 
Unfolded Bib 


Security Disposable cae 


VISCOSE RAYON Dental Bibs a ES PRICE 


© Made of 100% Pure Viscose Rayon Fibre 
© Developed especially for Dentists 
@ Highly Absorbent, Luxurious Texture 


Try these superior dental bibs at our expense. Notice the pleasing. 
luxurious feel that only Viscose Rayon Fiber can give. Tear a corner 
of your Security Bib and notice the long, lint-free fibers that lock 
together — give Security bibs super absorbency but will not 
disintegrate when wet. Compare with any bib you may be using. 
You'll find Security Disposable Viscose Rayon Dental Bibs 

superior in all ways. These bibs were developed especially for 
dentists as a superior quality, hygienic product by a nationally 
known manufacturer. 


Available in white or pleasing shades of green, pink and blue in a 
generous 13% x 17% inch size. 


FITTED DENTAL BIBS 

Generous 15 inch x 17% inch size, made of unwoven cloth. 

Designed with a semi-circular cut-out, which allows bib to ee 
fit snugly around patient's neck. Packed flat, available 
in green, blue, pink or white. 


TRAY COVERS 

Heavy embossed paper, 13% inch diameter. Embossing 
provides cushioning effect that cuts down clatter of ' 
instruments on tray. Treated to give surface absorbency 
but moisture, even merthiolate, will not soak through. 
Available in white only. 


FREE OFFER 

Return the coupon below TODAY for free sample of Security Disposable Viscose 
Rayon Bibs and Price List. This offer is made at our expense to introduce you to 
these quality bibs because we are sure once you have tried them you won't want 
to be without them. No obligation on your part 


| To: SECURITY PRODUCTS CO. 
| BOX 388, JANESVILLE, WIS. 
Please send me FREE sample of Security Disposable Dental Bibs. (Please Print) 


NAME 


ADDRESS___ 


PRODUCTS co., 
Pio. BOX 388 


VANESVILLE, 
WISCONSIN 
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SURGIDENT 


This instrument makes it possible — 
for the first time to obtain : 
removable dies which maintain 
precisely the same relationships _ 

to adjacent and opposing teeth 

that they had when the model was 

solid. No dowel pins or motrix 

strips used. New Di-Lok saw frames 

and blades also available, 


SURGIDENT 


DIRECTA 
CROWN 


Finest temporary crown ever 
made. Gives complete pro- 
tection. Faster selection. 
Faster adaptation. Best for 
temporary bridges. Trans- 
lucent or opaque. Packaged 
3 ways: Mold Guide Assort- 
ment (64 different usable 
crowns); set of 10 assorted 
centrals, 12 assorted laterals 
or 10 assorted cuspids; pack- 
age of 5 of any one crown 


‘ 


See your dental Dealer 


Surgident Splash Pan 
and Dust Collector 
One piece polyethylene 
will not chip or break 
Choice of yellow, re- 
frigerator white, brown, 2871 GRAND ViEW BLVD. 
silver, turquoise, gold LOS ANGELES 66, CALIFORNIA 
and natural shade. 
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DIFFERENT BECAUSE... 


Detergent in Action Delightful in Taste 


MINT 


AT THE CHAIR .. . Green Mint's 
differentness makes it so “cooperative’’— 
helps all procedures go a little smoother, 
easier, more pleasantly. Detergent action 
Green Mint cuts ropy saliva, flushes oral 
debris without tissue constriction common 
to astringent rinses. Perfect for pre-impres- 
sion use. And a cool rinse of Green Mint 
postoperatively often comforts the patient. 


AT HOME ... the refreshing flavor of 
Green Mint restores a pleasant taste to the 
mouth at any time in the day. 

This pleasant, non-medicated flavor con- 
tains no sugar. Its effective deodorant action 
is safe... no irritation to tender tissues 
even in the presence of tissue abrasion 

.. a distinct advantage over astringent or 
“antiseptic’’ mouthwashes. 


Use cooling, refreshing Green Mint in your office . . . 
suggest it to your patients for daily home use. . . they 


will welcome its pleasant taste and deodorant action. 


USE THIS COUPON TO ORDER 


BLOCK DRUG COMPANY, INC. 

105 Academy Street + Jersey City 2, New Jersey 

Please send me gallon(s) Green Mint at $2.50 per gallon 
( Check enclosed ( Charge me 


Name. 


Address 


SPECIAL PROFESSIONAL OFFER 
1 gallon bottle postpaid only $2.50 City 
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Protection Against Loss Of Income From 
Accident & Sickness As Well As Hos- 
pital Expense Benefits For You And All 


Your Eligible Dependents. 


att 


EXAKTA LIGHTMETER VX-Ila Come 
35-MM. SINGLE LENS REFLEX CAMERA 
WITH 1/2.0 AUTOMATIC ZEISS BIOTAR LENS 
For easily made dental photographs and faithfully 
reproduced oral conditions—facilitating case record- 
ing in oral pathology, surgery, orthodontics and full 
mouth rehabilitation an invaluable aid in patient 
education. New AUTOMATIC Lens, when fully stopped 
down, permits focusing and viewing without annoying 
the patient with modeling lights. In — you = PHYSICIANS CASUALTY & HEALTH 
use the Exakta for personal photography, sports, 
portraits, copywork, etc ASSOCIATIONS 
FREE! — Write Dept. 209 for Free Descriptive Book- 
let “B” on Camera & Accessories and Brochure on OMAHA 31, NEBRASKA 
Close-Up Technique with Exakta Lightmeter VX-ila Si 
EXAKTA CAMERA COMPANY | ince 1902 
705 Bronx River Road, Bronxville, New York. 


..+- FOR PARALLAX-FREE DENTAL PHOTOGRAPHY 


NOW 


E-Z UNIVERSAL SOLDER ( Prices 
(No Fluxing Necessary) 
Orthodontic 


UNION BROACH Cc INC. 80-02 Sist AVENUE 73, Y. 


UNION BROACH presents... 


DEN-SHUR-CUP 


EACH NEW DENTURE CASE you insert DESERVES this most modern aid 
to oral hygiene. Designed to protect your skillfully prepared prostheses 
in the patient’s home both conveniently and discreetly. Devised by a 
practising dentist. 

® Thoughtful gift for patient $ 00 

* Complete your denture care advice 
® An ethical practise builder 

® In assorted bathroom colors Write for our NEW 
* The only scientifically designed denture bath! | 72 page catalog. 


UNION BROACH CO., INC, 2202 Avenue, 


per doz. 


212 
jue to = 
| 
= 
: = att 
UNION BROACH CO., INC. 80-02 AVENUE ELMHURST 73, 6 lengths per tube.. $2.25 
UNION TEST INSTRUMENTS ts EST KIT NO. 1 ) sag 
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G-E Dental X-ray Units 


FIRST WITH 
ELECTRONIC TIMING 


X-RAY CONTROL 
WITH A NEW TWIST 


} 
Now — G.E. makes precise ». no pretesting 
exposures easy as 1-2-3 * no mental calculations 


Imagine the convenience — x-ray controls so simplified and automatic 
you never need give them a second thought. With the models GE 90-II 
and GE 70-II, radiography is just that sure. Controls are electro-stabilized, 
an exclusive feature that lets you dial technic easy as 1-2-3. No test ex- 
posures ever. And no guesswork. You get accurate performance every 
time. It’s another G-E first — added to 90-kv range, electronic timing, 
high filtration and all the others. Ask your dealer for full details on these 
new improved x-ray units. Or write X-Ray Dept., General Electric Co., 
Milwaukee 1, Wis., for Pub. JJ-13. 


Progress /s Our Most Important Product 
GENERAL @ ELECTRIC 


ae 
. 


your heart 
the 1959 


Your fellow dentists in distress need your 
help! * * * Send your contribution today to 
American Dental Association Relief Fund 


222 East Superior Street, Chicago 11, Illinois 
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When seconds count... 


AMBU* 


Emergency Kit 


quickly restores breathing in 
respiratory emergencies 
Every dental office needs the AMBU 
hand operated resuscitator and foot op- 
erated suction pump— 

e always ready for instant use 

e efficient, simple to operate 

e no time-wasting set-up 

compact, portable 


Write for additional information .. . or 
telephone collect to OSborne 5-5200 


/ SHIELDS, J® 


*Trademark 


Hatboro, Pa. 
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BETTER: 


EYESTRAIN | 


ee eee? 


you need 


the oral 


3-D MAGNI-FOCUSER 


Constant focusing on your patient’s mouth, 
especially when new hi-speed equipment is 
used can mean tired, strained eyes at the end 
of the day. MAGNI-FOCUSER magnifies 
the field of operation, relieves eyestrain, and 
gives true 3-D perception of depth. Leaves 
both hands free to work. Worn with or with- 
out regular eyeglasses. Normal vision resumed 
by raising head slightly. Weighs only 3 ounces. 
Precision ground optical glass. Order from 
your dealer or send $10.50 for 10-day trial. 
Money refunded if not fully satisfied, 


EDROY PRODUCTS CO. 
Dept. 16 480 Lexington Ave., New York 17, N.Y. 


A Good Alloy Need Not Be Expensive 


This Product Appears On 


American Dental Association List 
Of Certified Dental Materials 


Start now to use Speyer’s tested and accepted alloy 
—used by leading dentists throughout the country 
for more than 35 years. Carefully made from C. P. 


metals—in fine, extra fine or regular cut. 


Speyer’s Alloy amalgamates smoothly 
in minimum time—carves exceptionally 
well in ten minutes—produces a hard, 
well-sealed mass—polishes beautifully. 


@ 6814% silver. @ No initial contraction. 
@ 6.9 Microns Cm expansion in 24 hours. 

@ 1.6% flow 24 hours after amalgamation. 

e@ Crushing strength 50,000 Ibs. per sq. inch. 
@ Complete directions with every bottle. 


IF YOUR DEALER CAN'T SUPPLY YOU, ORDER DIRECT 


A.D.A. 


SPECIFICATION *1 


1 oz. @ $2.20 per oz. 
5 oz. @ $2.10 per oz. 
10 oz. @ $2.00 per oz. 
20 oz. @ $1.90 per oz. 
30 oz. @ $1.80 per oz. 
@ $1.70 per oz. 

@ $1.60 per oz. 


50 oz. 
Orders over 20 oz., F.0.B. Seattle 


The 


100 oz. 


SPEYER SMELTING & REFINING CO. 
216 Medical & Dental Bidg., Seattle 1, Wash. 


oz. @ $______per oz. 
; Regular 


Please send 
Fine ; Extra Fine. 
| enclose check for $ 
Dr 


Address. 
City. 


State 


Samples Sent On Request 
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Classified advertising 


Forms close on 20th of second month preceding 
month of issue 

Remitiance must accompany classified ads. 
Classified advertising rates are as follows: 

30 words or less—-per insertion $6.00 

Additional words, each 15 

Answers sent c/o A.D.A....no extra charge 
Replies to A.D.A. box number ads should be 
addressed as follows: 

American Dental Association 

222 E. Superior Street 

Chicago 11, IIl. Box 
Box number must appear on the envelope 


PRACTICES AND OFFICES 
FOR SALE AND/OR RENT 


ARIZONA—Phoenix. For rent. Two-chair den- 

tal suite, refrigerated. Private reception 
room, business office, x-ray room, laboratory. 
Equipment optional. Ample off-street parking 
Address A.D.A. Box No. 673 


CALIFORNIA—Redondo_ Beach For lease. 
Cape Cod bungalow office. Five operatories, 
one and one half laboratories. Off-street park- 
ing. Block from ocean. Boat harbor under 
development. Address A.D.A. Box No. 674. 


CALIFORNIA—For sale or lease. Dental bun- 

galow with general dental practice estab- 
lished five years in busy Bay area. Growing 
community. Medical bungalow also available 
Will sell singly or together or lease three-chair 
completely equipped currently operating gen- 


eral dental office. Leaving to specialize. Ad 
dress A.D.A. Box No. 650. 


CALIFORNIA—Now leasing. One story, mod 

ern, air conditioned dental suites in expand 
ing southern California community. Fou 
medical suites in building besides dental 
offices. Write Dr. S. J. Oftedal, 823 N. Park 
Ave., Pomona, Calif. 


CALIFORNIA—For sale. Two-chair office 

Good practice. Immediate income. Reason- 
able rent. Available for less than inventory 
Terms. 40 miles from San Francisco. Address 
A.D.A, Box No. 675. 


CALIFORNIA—San Rafael. For sale. Very fine 

general practice in leading professional cen- 
ter 12 miles north of San Francisco. Fully 
equipped. Two chairs, x-ray, laboratory, pri- 
_ office—everything! Address A.D.A. Box 
No. 649. 


CALIFORNIA—For sale. established 

practice and all new Ritter two-chair office 
Ground level. Medical-dental group. Fifty miles 
south of San Francisco in fast growing com- 
munity. Retiring dentist will remain for short 
time if desired. Address A.D.A. Box No. 647 


CALIFORNIA—Santa Clara valley, 40 miles 

south of San Francisco. For lease. Orthodon- 
tist’s suite completed in August in already 
established medical-dental building. Tenant 
can design own office. One of the fastest grow- 
ing areas in the nation. Excellent opportunity 
for community's first orthodontist. Address 
A.D.A. Box No. 435. 


or 


suggested retail price—$1./100 


Available in drug stores on your prescription 


for dispensing in your office 


Complete information, including dispensing labels, prices, 
and prescription instructions, furnished free upon request. Write to: 


\ Fluoritab Corporation, 625 South Saginaw Street, Flint 2, Michigan 7 
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COLORADO—For sale. Well located, fully 
equipped Ritter two-chair dental office. 
Active, well established practice. ~enaeney 
arranged. Address A.D.A 
Box No. 


CONNECTICUT—For sale. Three-chair mod- 

ern, general practice dental office in air con- 
ditioned building. $10,000; terms. Dentist, age 
47, will stay with buyer for six months and 
share expenses, refer patients and then retire 
to Florida. Address A.D.A. Box No. 4. 


CONNECTICUT—For sale. Twelve room home- 

office combination. General practice, modern 
equipment. Corner residential location on doc- 
tors’ row. Major coastal city. Dentist leaving 
to specialize. Address A.D.A. Box No. 677. 


ILLINOIS—Oflice space available for dentist 

in building with general practitioner. Town 
could use orthodontist. If interested, write 
John R. Tambone, M.D., 102 E. South St., 
Woodstock, 


ILLINOIS—Steeleville. For rent. Dental office. 
Established in location 30 years. Population 
1,500; drawing area 5,000. Good schools and 
roads. Excellent prospects for diligent dentist. 
Former tenant deceased. Write to Mrs. Ora 
Sheldon, 107 EF. Broadway, Steeleville, Ill. 


MICHIGAN—Charlevoix. For sale. Modern 
dental office. Present lease to physician ter- 
minates September 1960. Establish your loca- 
tion now and receive rent. Write owner Dr. 
Young, Box 444, San Clemente, Calif. 


MISSOURI—For sale. Established two-chair 

modern dental office and practice. Air con- 
ditioning. Located on main street, prosperous 
community. Excellent opportunity. Reason for 
selling—death of owner. Address Mrs. R. Y. 
Dix, 316 E. Sixth St., Stanberry, Mo. 


MONTANA—For sale. Modern, three year old 

bungalow office. Two operatories fully 
equipped. Unusual opportunity. Prosperous 
community. Wheat, safflower, cattle main in- 
come, 5,000 trade area. Excellent income from 
start. Address A.D.A. Box No. 621. 


NEW JERSEY—For rent. Dental office and 

laboratory available in physician's clinic. 
Shore area. Growing community. All utilities 
included. Address Barry N. Grabelle, M.D., 350 
Broad St., Eatontown, N. J. 


NEW YORK—Excellent opportunity to step 

into a young, active general practice. Owner 
ng, state—health reasons. For details 
write Dr. Milton Schaefer, 227 Linwood Ave., 
Buffalo 9, N. 


NEW YORK—For sale. Dental office and prac- 

tice established 32 years. Good location, rea- 
sonable rent, modern e ptomnent. Fine oppor- 
tunity. Owner decease Address Box 334, 
Lake Placid, N. Y. 
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Nothing to 
break the 
network of 


strength 


In Diafil you get a finely milled 
powder from unique grouping of 
silicates, which, mixed as directed, 
gives dense network of incomplete- 
ly dissolved powder particles, sus- 
pended in matrix of silica gel. 


High density assures extra hard 
fillings, with low solubility and 
great crushing strength. 


At a sensible price 


10/2 UNIT 
10 Powders (18 gms. ea.) 
2 Liquids (15cc ea.) 
1 Shade guide $33.00 
(Other combinations also available) 


DIAFIL 


For anterior and posterior fillings 
In its new, modern packaging 


Write for free sample 
(Sample liquid in bottle only) 


PFI N G ST: COMPANY, INC. 


62 COOPER SQUARE © NEW YORK 3, N.Y. 
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(Brand of Calcium Hydroxide Suspension) 


LIQUID 


CLINICALLY PROVEN 


CALCIUM HYDROXIDE 
CAVITY LINER 


Virtually eliminates pulpal irritation as- 
sociated with cementation. Minimizes 
thermal shock. Aids in the formation of 
secondary dentin over exposed pulp. 
Dries rapidly, yet allows ample time for 
necessary manipulation. Adheres firmly 
to dentin. Especially useful under silicate 
cements, and under inlays, crowns and 
bridges. 


Stocked by recognized dental 
supply houses. 


*For, further information, 
write to 
t 
ROWER DENTAL MFG. CORP. 
Boston 16, Mass., U.S.A. 


PENNSYLVANIA—For sale. Long established 

dental practice. Modern, fully equipped two- 
chair office. Located in center of city in modern 
office building. Population 75,000. Must sell on 
account of health. Reasonable. Address A.D.A. 
Box No. 678. 


VisNNSYLVANIA—For sale. Modern, air con- 

ditioned office. Ritter G unit, Airotor. Avail- 
able with or without equipment. 30 miles from 
Philadelphia. Good town, low rental, Leaving 
state. Address A.D.A. Box No. 679. 


PENNSYLVANIA—For sale. 
one-chair bungalow office 
apartment. Air conditioned. Priced for quick 
settlement. Completing specialty shortly. 
Address 21 Gable Hill Rd., Levittown, Pa. 


Ritter equipped 
and three room 


WASHINGTON—For sale. Excellent opportu- 

nity for general practice in small community 
in south central Washington. Three rooms well 
equipped. Will sell all or part of equipment. 
Terms. Address A.D.A. Box No. 704. 


WISCONSIN—For sale. 
and adjoining office. Ritter equipment in- 
cluding x-ray. Long established practice. 
excellent location. Reasonable offer will be 
accepted. Address A.D.A. Box No. 680. 


Combination home 


OPPORTUNITIES AVAILABLE 


CALIFORNIA—Associate wanted for estab- 
lished oral surgery practice located in San 
Fernando valley. Prefer man with three years’ 
graduate training. Position open May or June 
1960. Finest equipment and facilities. Partner- 
ship available. Address A.D.A. Box No. 681. 


CALIFORNIA—San Jose, Santa Clara County 

Hospital. Applications are being accepted 
for a one year internship in oral surgery. 
Instruction also to include training in anes- 
thesia, physical diagnosis, radiology, clinical 
laboratory procedures and oral pathology. Full 
maintenance and a stipend of $135 per month 
are provided. Further information and applica- 
tion forms may be obtained by writing to 
Gerald B. Myers, D.D.S., Director of Dental 
Service. Santa Clara County Hospital, Los 
Gatos Rd., San Jose, Calif. 


CALIFORNIA—Wanted, Qualified orthodontist 
for group practice. Write A.D.A. Box No. 682. 


Administration Hospital, New 

Orleans, will have available beginning July 
1, two rotating one year dental internships. 
Instruction under university sponsorship is 
conducted by both full time and consulting 
personnel. The internships are approved by the 
Council on Dental Education of the American 
Dental Association. Application forms and fur- 
ther information may be obtained from Dr. 
W. R. Dixon, Chief, Dental Service, 1601 
Perdido St., New Orleans 12, La. 


The Veterans 


NEBRASKA—Dentist wanted for new medical 

center under construction for physician and 
dentist. Town of 1,100 population in heart of 
irrigation district. Write D. H. Sallenbach, 
M.D., Gibbon, Neb. 
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Wanted New York licensed dentist. Institution 

practice, 35 hours week, paid vacation and 
sick leave, social security, health insurance. 
Member State Retirement System. Salary 
$7,400-$8,900. Director, Newark State 
School, Newark, 


NEW YORK—Wanted. Dentist for medical 

group in upstate New York. General den- 
tistry. Excellent opportunity for young dentist 
interested in conscientious dental care as 
part of comprehensive medical program. In- 
clude information regarding age, marital sta- 
tus, schools attended, experi status and 
special dental training oe exper ence in reply. 
Address A.D.A. Box No. 


NEW YORK—New York City. Wanted. Expe- 
rienced or university trained orthodontist. 

Unusual opportunity for the present and future 

in long established exclusive orthodontic prac- 

tice. New York state license needed. Please 

send full details eed military status to 
A.D.A. Box No. 


NORTH DAKOTA—Powers Lake. Wonderful 

opportunity for dentist. Town of 800 with 
drawing area of 6,000. Nearest dentist 35 miles 
away. Earnings of $15,000-$20,000 per year pos- 
sible. Free rent in the office of community 
hospital for six months. Contact Robert Good- 
man, M.D., Powers Lake, N. D. 


OHIO—Wanted. Recent graduate or semi- 

retired dentist to take over established office 
following the death of our only dentist. Plea- 
sant residential community covering excellent 
trading area. Address Chamber of Commerce, 
Milan, Ohio. 


Dentist with Ohio license wanted to associate 

with dentist in busy general practice. Must 
have interest in surgery and _ prosthetics. 
Present dentist wishes to specialize which 
would eventually leave practice to associate. 
Town of 20,000 close to metropolitan area. 
Address A.D.A. Box No. 657. 


SOUTH DAKOTA—We will make an attractive 

proposition to a dentist who would locate in 
our town. Excellent potential. If interested 
write to Secretary, Commercial Club, White 
River, S. 


TEXAS—Approved oral surgery residencies, 

prosthetic residencies and dental internships 
available July 1, 1960, in 1,300 bed V.A. Hos- 
pital affiliated with University of Texas Dental 
College, Texas Medical Center. U. 8S. citizen- 
ship required. Chief, Dental Service, V.A. 
Hospital, Houston 31, Texas. 


WASHINGTON—Foreign wmissionar work. 
Excellent yg | for qualified men in 

all parts of the worl For details apply to 

The Missionary Dentist, Seattle 33, Wash. 


HYGIENIST 


MARYLAND—Wonderful opportunity for hypi- 

enist to share an excellent practice in fine 
community. Liberal commission. For informa - 
tion address A.D.A. Box No. 684. 


OPPORTUNITIES WANTED 


General practitioner, married, age 31, excellent 

health, desires salaried position in group 
practice, industry, Civil Service, etc. Arkansas, 
Louisiana license and National Board Excel- 
lent references. Address A.D.A. Box No. 685. 
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Advanced 
design 

for 
HIGH-SPEED 


170 171 7 8 


BUSCH-WIDIA 


SUPER-CARBIDE BURS 


are now available in plain fissure— 
exceptionally adaptable for high 


speed techniques. 


Stocked in %” shanks for Page- 
Chayes or Airotor handpieces, as 
well as for regular right angle. 
(Figs. 15 and 17 also come in 
straight handpiece.) 


Order from your dealer today or 
write direct, specifying dealer's 
name. 


Pfingst & Company Inc. 
62 Cooper Sq., New York 3, N. Y. 
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THE NEW 
HU-FRIEDY 


ORAL HEADLIGHT 


DEEP CONTROLLED ILLUMINATION 
WHERE YOU WANT IT! 


The HU-FRIEDY Oral Headlight 
brings light to those otherwise inac- 
cessible regions of the mouth. Field of 
light is adjustable by moving sleeve 
from a wide field of illumination to 
a fine pinpoint of light. Headlight 
operates from a six volt transformer 
... giving cool, safe illumination. Fea- 
tures an adjustable fiber headband and 
extra long cord. 

See your dental dealer for ad- 
ditional information on this and other 


HU-FRIEDY precision products. 


Write for the new wes 
complete 
HU-FRIEDY 
catalog 


Write today to 


3118 N. Rockwell St., Chicago 18, Illinois 


California licensed, age 33, family, desires 

association or association leading to purchase 
or outright purchase of practice. Los Angeles 
area preferred. Wanted for spring or summer 
of 1960. Address A.D.A. Box No. 686. 


semi-retired, would like to 
associate in a practice either by purchase or 
salary. Reason—would like to work out some 
plan whereby both dentists would work only 
spree days a week. Address A.D.A. Box No 
65 


California dentist, 


California licensed 1952 graduate completing 


three years in an approved oral surgers 
training program, desires hte or asso- 
ciation. Address A.D.A. Box No. 687 


Oral surgeon seeks association or practice 
Licensed in California, Connecticut, New 


Jersey and New York. Three years’ approved 
training plus two years’ experience in USAF. 
Available July 1960. Address A.D.A. Box No. 
688 


seeking an asso- 
of July 1, 1960. 
Three years 
extensive 
A.D.A 


Oral surgeon, age 30, family, 

ciation or partnership as 
Two years of military specialty. 
of Board approved training and 
training in general anesthesia. Address 
Box No. 689. 


Florida ticensed dentist age 31, married, three 

children, military obligation completed. One 
year experience in pedodontic practice, desires 
association with high caliber pedodontist or 
general practitioner. Address A.D.A. Box No 


FLORIDA—Oral surgeon completing three year 


residency June 30. 1960, married, military 
obligation completed, age 30. Licensed in 
Florida, desires association, partnership or 


location. Address A.D.A. Box No. 691 
FT ORIDA—32 year old married veteran, six 


practice experience, good with 
association leading 
Area between Fort 
Address A.D.A. 


years’ private 
children, desires position or 
to partnership or purchase. 
lauderdale and Hope Sound. 
Box No. 692 


Oral surgeon, age 32, veteran, 1955 graduate. 
Private practice and intravenous general! 
anesthesia experience. Desires location or asso- 
ciation with established surgeon leading to 
partnership or purchase. Licensed in New 
York, New Jersey, Ohio and Florida. Available 
immediately. Address A.D.A. Box No. 693. 


Oral surgeon, New York, Massachusetts |i- 
censed, age 36, married, veteran, experienced 


in private practice, completing Board approved 
postgraduate training, desires association lead- 
ing to eventual partnership. Address A.D.A 
Box No. 694 


Oklahoma, Kansas, Missouri licensed dentist 
wants desirable opportunity. Prefer Wichita 
Oklahoma City area. Address A.D.A. Box 


or 
No 


32, would like to purchase practice 

in Kansas or Oklahoma or associate with 
opportunity to purchase. Will also consider 
group practice in either state. Address A.D.A. 
Rox No. 696 


Dentist, age 
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Pennsylvania licensed dentist desires full o1 

part time association with orthodontist. Ex- 
perience, qualifications and recommendations 
will be sent on request and correspondence will 
he held strictly confidential. Address A.D.A 
Box No. 697. 


Oral surgeon, 29, graduate of University of 

Pennsylvania Dental School, served two years 
in U.S. Army Dental Corps, is now completing 
third year of formal oral surgery training pre- 
scribed by American Board. Licensed in Penn- 
sylvania, New Jersey and National Board, is 
seeking a position as assistant or associate 
with established oral surgeon. Willing to take 
additional Boards. Address A.D.A. Box No. 698. 


Oral surgeon finishing training July 1960, seeks 

association with established oral surgeon. 
Willing to take state Boards. Have passed 
National Boards, Address A.D.A. Box No. 699. 


Oral surgeon now completing three years’ first 

rate graduate training. Seeking position, 
association or partnership in oral surgery. 
Married, veteran, competent, reliable. Some 
private oral surgery practice and office anes- 
thesia experience. Address A.D.A. Box No. 700. 


Dentist age 40, experienced in periodontics, 

exodontics and endodontics, can give genera! 
anesthesia, would like to locate in warm, dry 
climate in good hunting and fishing area. Wili 
take Boards. Will associate, take salaried posi- 
tion or institutional work. Address A.D.A. Box 
No. 701. 


Periodontist desires association or information 

concerning opportunity for practice any- 
where in northeastern United States. Available 
June 1960 upon completion of postgraduate 
training in approved program. Address A.D.A. 
Box No. 702. 


Dentist, four years practice, veteran, OKU, 

desires association or employment with prac- 
titioner, group or clinic. Have Tennessee and 
National Boards. Will consider other Loards. 
Address A.D.A. Box No. 703. 


Anesthesiologist, M.D., available for dental! 
anesthesia. Appointment basis. Massachu- 
setts and Rhode Island. Indicate needs. Ad- 
dress A.D.A. Box No. 669 


is ADJUSTABLE 


“EXTEND or RETRACT” 
to fit any Adult or Child mouth 
and to reach either Incisor or 
Molar Regions. 
WILL NOT “SUCK-IN” TISSUES 
Order From Your Dealer 


KUMFORT-TYME CO. 


8690 WASHINGTON BLVD. CULVER CITY, CALIFORNIA 
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LEA & FEBIGER BOOKS 


va 


New 5th Edition 
Ennis and Berry — 


Dental 
Roentgenology 


BY LeROY M. ENNIS, D.D.S., F.D.S.. 
R.C.S. (Eng.) 


Chairman of the Department and Professor of 
Roentgenology, The Thomas W. Evans Museum 
and Institute, School of Dentistry; Chairman of 
the Department and Professor of Oral Roentgen- 
ology, The Graduate School of Medicine; 
University of Pennsylvania 


and HARRISON M. BERRY, JR., 
Professor of Roentgenology, The Thomas W. 
Evans Museum and Institute, School of Den- 
tistry; Associate Professor of Oral Roentgenology. 
Graduate School of Medicine, University of 
Pennsylvania 

This is one of the most dependable guides 
available for perfecting your technique in 
the exposure, development and interpreta- 
tion of roentgen films. For the new 5th 
edition Dr. Ennis has been joined by Dr. 
Harrison M. Berry, who brings a new 
appreach and new experiences to this 
already highly authoritative text. Drasti- 
cally revised throughout, the book con- 
tains much new material and many new 
illustrations. 


New 5th Edition. 607 Pages. 
1801 Illustrations on 1282 Figures. $15.00 


New 2nd Edition 


EWING — FIXED 
PARTIAL PROSTHESIS 


New 2nd Ed. 288 Pages. 679 Illus. 
on 261 Figures. $8.50 


\ 


LEA & FEBIGER Washington Savere 


Please send me books listed in margin below: 
] Check enclosed C) Bill me 
() Charge on your partial payment plan 
(We pay postage and handling charges i/ 
remittance in full accompanies order) 


ZONE.... STATE. 
Ji. A.D.A. 1-60 
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INSTITUTE 
ON / Henry Grady Hotel 


HospitaL. / GEORGIA 
May 16-19, 1960 
DENTAL / prcistrATION FEE $40 


SERVICE 


The institute will direct attention to the problems 
associated with rendering effective dental service in the 
hospital—from the viewpoint of the dentist, the admin- 


istrator and the hospital staff. 

Sessions will include discussions on the economics of 
providing dental care in the hospital, the position of 
dental service and its organization, the position of the 
dentist on the staff, interdepartmental relations, out- 
patient dental care and dentistry’s contribution to the 
hospital and the community. 

Application forms and further information may be 
obtained from the Council on Hospital Dental Service, 
American Dental Association, 222 E. Superior Street, 
Chicago 11, Illinois. 


conducted cooperatively by 
AMERICAN DENTAL ASSOCIATION 
AMERICAN HOSPITAL ASSOCIATION 


co-sponsored by 
AMERICAN MEDICAL ASSOCIATION 
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‘SAFE AS AMERICA | 


WHERE YOU WORK OB BANK 


PROFESSIONAL PRINTING COMPANY, 
NEW HYDE PARK, N. Y. 


Gentlemen: Please send free Histaco 


Bookkeeping samples and literature, 
obligation on my part, 


Dr 


a 
just minutes, I get a ce mplete financial picture of 
\ . mail the convenient coupon today .. . no obiigation. 
7 
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effective 


with an ORAL B... 


iT DOES WHAT A TOOTHBRUSH 
OUGHT TO DO! 


Dental health between office visits depends on 
regular use of the proper toothbrush. For the 
protective measures you recommend, prescribe the 
double-action ORAL B. It has over 2500* fine, 
flexible, smooth-top fibers, specially designed 

for use on gingival tissues as well as for 

thorough cleansing of tooth structure. 

It does what a toothbrush ought to do! 


*Oral B 60 


ORAL B COMPANY « San Jose, California * Toronto, Canada 
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Would You Like to Learn More About the 
Use of Local and General Anesthesia? 


Get Authoritative, Practical Advice 
From One of the Leaders in This Field 


Leonard M. Monheim, 8.S., M.S., D.D.S., has devoted 
nearly his entire professional lifetime to teaching 
and practicing the application of anesthesia in den- 
tal practice. He is Professor and Head of Department 
of Anesthesia, University of Pittsburgh School of 
Dentistry; Assistant Professor, Department of Surgery 
(Anesthesia), University of Pittsburgh School of Medi- 
cine; and Associate Director, Department of Anes- 
thesia, Presbyterian Woman’s Hospitals. Since the 
publication of his first volume on local anesthesia, 
many dentists have requested him to write this com- 
panion volume on general anesthesia. The result is 


the most 


complete, authoritative and up-to-date 


reference source available today. 


Particularly designed by its well respected 
author, Leonard M. Monheim, D.D.S. to be a 
concise, yet complete guide to general anes- 
thesia, this new book can provide you with a 
better understanding of the important prin- 
ciples of anatomy and physiology as well as 
giving you authoritative advice on the tech- 
niques of administering a general anesthetic. 
In easy-to-read, orderly fashion the author and 
his distinguished contributors explain the ap- 
of newer drugs and out- 
ine methods for the evaluation of the patient 
and discuss safety hazards, legal questions 
and complications. 

This book is complete. Anesthetic agents and 
associated drugs are more thoroughly discussed 
than in any other book. This is the only book 
to adequately stress the basic sciences of anes- 
thesia with detailed description of phases, 
stages and signs of anesthesia. It is the only 
book which completely covers anesthesia for 
dental procedures including the preanesthetic 


"ANESTHESIA IN DENTAL PRACTICE 


evalution and choice of anesthesia, prevention 
and treatment of anesthetic complications and 
emergencies as well as the armamentarium 
and techniques of administration. 

In the opening chapters, Dr. Monheim gives 
you practical, up-to-date information on the 
basic sciences and general considerations of 
anesthesia, including discussions on the an- 
atomy and physiology of respiration, circula- 
tion, the nervous system and physics as they 
apply to anesthesia. 

A separate chapter guides you in charting and 
evaluating the patient’s condition during the 
operation, and another, by Joseph H. Marcy, 
M.D., explains anesthesia for pediatric pa- 
tients. You'll appreciate too, the valuable in- 
formation on the hazards of fire and explosion 
from flammable anesthetics written by George 
J. Thomas, M. D. and the explanation of your 
legal responsibilities by General Neal A. 
Harper. 


Ready next month. Approx. 395 pages, illustrated. 
About $9.00. 


Monheim LOCAL ANESTHESIA AND PAIN CONTROL IN DENTAL PRACTICE 


This book has opened a new era in local 
anesthesiology in dentistry. By following the 
recommendations given by Dr. Monheim in 
this book, you can give your patients the most 
pain-free service permitted by current un- 
derstanding of pain and late pharmacologic 
developments. It’s a source book containing 
practical answers to everyday problems. Fun- 


CVM 


damental concepts of pain and the physio-an- 
atomy involved are outlined. Pharmacology of 
drugs, pre-anesthetic evalution of patients, 
choice of anesthetic, armamentarium, sterili- 
zation, complications and medico-legal con- 
siderations are given authoritative coverage. 


299 pages, 5%" x 9’, 128 Illustrations. Price, 


At Your Favorite Bookstore or Order on 10 Day Appreval 


The C. V. MOSBY Company 


3207 Washington Boulevard, St. Lovis 3, Missouri 
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*Specially 
Formulated 


NU-DENT 


Porcelain 


ERA-TE 


(Reg. U.S. Pot. Off.) 


PRINCIPLE 
IN THE BAKING 
OF PORCELAIN’ 
TO PRECIOUS 
METALS! 


Nu-Dent’s completely new technique for ¢ 2 


baking of porcelain* to precious metals. . 
The CERA-TEX restoration . . . is based 

18 years of experience and a new technique 
porcelain to metal ... exclusive with NU-D 
technicians. Making use of our exclusive 
formulated porcelain* and precious metals. 
CERA-TEX approaches the ideal in perfect ; 
natural translucency and skilled workm hip 


1. The New Bridge Design That Minimizes Fracture. 
Makes it Possibie to Replace Broken Porcelain Pontics 


3. Makes Accessible interproximal Areas Contributing toa. - 
Healthy Periodontium— 
4. Unsurpassed Color and Shades with Life-Like tra 
that match any Shade Guide. 
5. Provides exactness of Mar, Crown-Veneer and 
That Can Oniy Be With Gold. 


nu-dent porcetain stupio, Inc. 
(Reg. U.S. Pot. Off.) 

220 West 42 $t., N.Y. 36, W.Y. © Phone-LA 4.3591, 2, 3, 4, 5, 6 
9615 Brighton Way, Beverly Hills, Cal., Phone—CRestview 5-8717 
(Send to NU-DENT Studio Neorest You) 

NU-DENT PORCELAIN STUDIO, Inc. 

Please send information on practice-bvilding NU-DENT 
porcelain restorations. 
Dr. 


Address 


City & Zone 
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BUFFERIN’ 

SAIC TATE 

VOLERANIGE 


When you give BUFFERIN to pa- 
tients before or after treatment, 
analgesic and anti-inflammatory 
benefits are not likely to be marred 
by the discomforts of aspirin irri- 
tation of the stomach. 


The antacid analgesia of BUFFERIN 

sharply reduces the incidence of 

gastric intolerance while enhanc- 

ing the patient’s comfort. Write today for 
Salicylate blood levels may be , your free supply 

sustained in the post-treatment He of BUFFERIN 

period by continuing the standard in handy 2-tablet 

dosage of BUFFERIN. dispensing packs. 


COUNCIL ow DENTAL 
THERAPEUTICS 


Bristol-Myers Company, 630 Fifth Avenue, New York 20, New York 
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